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Abstract 
For 65,000 years Aboriginal people living in Australia have demonstrated resilience in 
the face of adversity. Aboriginal communities have adapted to large changes in climate, 
have lived and flourished in arid, hostile conditions, and have developed highly 
specialised skills to maintain and preserve delicate ecosystems. These abilities reflect 
physical, intellectual and cultural strengths that have allowed Aboriginal people to thrive 
in conditions that most early European settlers found to be inhospitable. More recently, 
Aboriginal people have survived existential threats to both population and culture, 
including gross violations of their human rights, and a catastrophic decline in numbers 
that proliferated well into the 20th Century.  
At present, the proportion of Aboriginal children completing secondary and tertiary-level 
education is higher than at any other time, and Aboriginal representation at senior levels 
of academia, healthcare, and governance is steadily growing. The ability to adapt 
positively despite the presence of adversity is conceptualised as resilience. Human 
resilience is believed to be the product of a dynamic interaction between multiple 
systems (e.g. biological, familial, cultural). Resilience is commonly inferred by positive 
(or better than expected) social, educational, or health outcomes in the presence of 
circumstances that are known to threaten the normal development, wellbeing or 
functioning of an individual or group. Resilience is associated with a number of factors 
that are known to contribute to health status throughout the lifespan, such as positive 
educational and employment outcomes. Resilience has also been linked directly to good 
physical and mental health. 
Given the unequal risk that Aboriginal people are exposed to, a greater understanding of 
how resilience manifests may lead to targeted initiatives that can reduce the health gaps 
between Aboriginal and non-Aboriginal people. This requires identifying risk factors for 
poor health and wellbeing, identifying factors that enable resilience, understanding how 
these factors promote resilience, and translating this knowledge into initiatives that 
promote good health. Currently, the small amount of research in Australia limits our 
understanding of what can be done to promote the resilience of Aboriginal children and 
their caregivers. The overarching aim of this thesis is to investigate resilience within an 
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urban Aboriginal context and identify factors that are associated with greater resilience. 
To do this, this thesis will: 
1. Identify psychosocial factors associated with the mental health of Indigenous 
children who share a common history of European colonisation (Chapter 2) 
2. Investigate and describe children’s resilience within four urban Australian 
Aboriginal communities, including the prevalence of resilience, factors that are 
associated with fostering resilience, the processes whereby resilience manifests, 
and potential strategies to enhance resilience (Chapters 3 and 4) 
3. Investigate the prevalence of resilience and stressful life events among caregivers 
of Aboriginal children and identify psychosocial, health and demographic factors 
associated with resilience (Chapter 5) 
4. Review current evidence surrounding what works to improve Aboriginal 
children’s social and emotional wellbeing and resilience (Chapter 6) 
The research component of this thesis begins with a systematic review of studies that 
investigated quantitative associations between psychosocial risk and protective factors 
and the mental health and resilience of Indigenous children who live in Australia, the 
United States and Canada. Resilience was then explored within Australia using a mixed 
methods design. Childhood resilience and associated factors were defined from the 
perspectives of members of three urban Aboriginal communities. The findings from this 
study were then used to identify five independent variables believed to promote 
resilience. The relationships between these factors and adolescent’s social and 
emotional strengths were then quantitatively assessed. To gain a holistic picture of 
resilience within the family, factors associated with low psychological distress among 
caregivers of Aboriginal children when stress is present was investigated quantitatively. 
To conclude, a systematic review of peer reviewed studies that evaluated social and 
emotional wellbeing programs for Aboriginal young people (4 to 25 years old) between 
2007 and 2017 was conducted.  
The results show that urban Aboriginal people are remarkably resilient despite 
considerable adversity. For children, the presence of stable home environments, 
supportive social networks, connection to culture and regular exercise were all seen to 
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foster behavioural, social and emotional strengths in the presence of adversity. 
Additionally, children who have the awareness and the opportunity to set positive goals, 
and the self-efficacy to work towards attaining these goals were thought more likely to 
resist making choices indicative of poor resilience. Like children, caregivers who lived in 
stable home environments were more likely to be resilient; however, the poor physical 
health of caregivers and their families posed a significant threat to resilience. The 
programs to enhance the social and emotional wellbeing and resilience of Aboriginal 
children identified in the literature review largely used education-based strategies, 
sports and cultural activities, and the provision of role-models and mentors. However, 
the number of evaluated programs appeared small relative to need, and the quality of 
evidence was predominantly low, reflecting the nascent stage of Aboriginal social and 
emotional and resilience research.  
For urban Aboriginal families, this thesis highlights risks that are associated with higher 
order determinants of health, such as low socio-economic status and the historic and 
ongoing marginalisation of Aboriginal people and their culture. Policy with greater vision 
and commitment is required in order to change the systems and structures that create 
and maintain disadvantage, thereby reducing the unequal risk exposure that Aboriginal 
people experience. Greater provision of culturally appropriate initiatives that can 
promote stable, strong and cohesive Aboriginal families are needed, as well as programs 
that can prevent the incidence of functionally limiting health problems in Aboriginal 
caregivers. The availability of positive role-models and strategies to empower children to 
make positive choices in challenging circumstances are likely to promote resilience, 
particularly among children most at risk. Initiatives that are community-led, involve 
education for parents and children, include cultural activities, sport and mentorship 
appear promising. However, despite a number of initiatives, the evidence base that 
supports programs to enhance social and emotional wellbeing, including resilience, is 
lacking. Given the presence of ongoing mental health gaps between Aboriginal and non-
Aboriginal people, more rigorous program evaluations that have the power to inform 
large-scale strategies that can build upon the resilience of Aboriginal communities are 
warranted. 
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Chapter 1 – Introduction 
1.1  Chapter introduction 
The current health and social disparities between Australian Aboriginal and non-
Aboriginal people pose significant challenges for Aboriginal communities. Though these 
disparities are likely to have complex aetiologies, they are widely attributed to the 
historical and ongoing trauma associated with European colonisation, including 
catastrophic population loss; institutionalised discrimination; dispossession of land; loss 
of culture, language, and traditional Aboriginal male and female roles and status; and 
the removal of children from their families. In the face of these challenges, however, 
Aboriginal people have shown resilience. Resilience is commonly described as ‘positive 
adaption in the context of adversity’1 – a concept synonymous with the survival of 
Aboriginal people. Resilience is associated with a number of positive outcomes that are 
known to contribute to health status throughout the lifespan, such as educational and 
occupational outcomes. Resilience has also been linked directly to positive physical and 
mental health outcomes.2,3 Despite a rich history of resilience research, the scientific 
literature describing Aboriginal resilience is sparse. The Study of Environment on 
Aboriginal Resilience and Child Health (SEARCH) seeks to better understand the 
resilience of Aboriginal children and their caregivers through collaborative research 
underpinned by strong partnerships with Aboriginal communities. Using SEARCH and 
other data sources, this thesis seeks to add new knowledge regarding what helps urban 
Aboriginal children and their caregivers to be resilient. This, in turn, may help to inform 
practical strategies with the potential to close longstanding health gaps between 
Aboriginal and non-Aboriginal people.  
1.2 Background  
Aboriginal Australians face a greater number of adversities than their non-Aboriginal 
counterparts including a history of social and cultural marginalisation (the displacement 
and diminution of Aboriginal culture in Australia, and the denial of rights to Aboriginal 
Australians), living standards and a higher burden of disease.4-6 These adversities are 
linked to poorer physical and mental health outcomes for Aboriginal people, culminating 
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in an average life expectancy at least 11 years less than that of non-Aboriginal 
Australians.7-9 A key strategy to reduce this gap is advancing the understanding of 
physical, mental, environmental and social determinants of Aboriginal health through 
focused research.10,11 Historically, much of this research has been designed to directly 
compare Aboriginal and non-Aboriginal health outcomes. However, this line of research 
often paints a pessimistic picture of Aboriginal health that may, itself, be detrimental to 
Aboriginal people.12,13 Subsequently, there has been a call for more strengths-based 
Aboriginal health research.14 
Importantly, many Aboriginal people thrive in spite of adverse conditions. There is 
evidence to suggest that Aboriginal social and emotional wellbeing is better, on average, 
than may be expected given the multiple life stressors faced.15,16 This ability to show 
“positive adaption despite adversity” is conceptualised as ‘resilience’.17 Resilience is 
argued to be a dynamic system that draws upon protective processes available at the 
individual, family and community level.18 
Childhood and adolescence is a logical time to study resilience given the enormous 
cognitive, social, and emotional development children undergo. Additionally, it is during 
these years that children can be seen to ‘hit’ developmental milestones that may be 
predictive of good resilience. Evidence suggests that resilient children are more likely to 
develop into competent and emotionally stable adults, making childhood a logical target 
for interventions that bolster resilience.19,3 Given the strong influence of family at this 
time, research involving the caregivers of Aboriginal children may help provide a more 
holistic view of resilience within Aboriginal families.20  
Despite a rich tradition of resilience research in Western populations there is a paucity 
of studies investigating Aboriginal resilience. This is surprising given the Australian 
government’s pledge to Close the Gap by 2030,21 and the support such research may 
add to this endeavour. Furthermore, this dearth of research is at odds with the 
frequency in which resilience is mentioned in conjunction with Aboriginal people.22,23 
The body of work presented in this thesis seeks to investigate the factors that are 
related to the resilience of Aboriginal children and their caregivers living in urban and 
regional New South Wales, identify potentially important targets for resilience-building 
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programs, and to synthesise the evidence for ‘what works’ to aid Aboriginal children’s 
capacity to be resilient.   
Throughout this thesis the term ‘Aboriginal’ respectfully refers to Aboriginal Australian 
and Torres Strait Islander peoples, a convention often followed in New South Wales that 
is guided by Aboriginal staff within the NSW Department of Health, Area Managers of 
Aboriginal Health within Area Health Services, and the Aboriginal Health and Medical 
Research Council of NSW.24 The term ‘Indigenous’ is used when referring to the original 
inhabitants of any country or region with a history of European colonisation (e.g. New 
Zealand Māori).  
1.3  The Australian Aboriginal population  
Any discussion of Aboriginal resilience needs first acknowledge the adversities that 
Aboriginal people have faced, and their demonstrated ability to cope despite historical 
and ongoing trauma. The following is a brief account of Australian Aboriginal society, pre 
and post European contact.  
1.3.1  Pre-European contact  
Modern day Aboriginal people are believed to be direct descendants of the first humans 
to arrive in Australia at least 65,000 years ago,25 making the Aboriginal civilisation the 
oldest continuous living culture in the world.26 Evidence suggests that early Aboriginal 
society was considerably heterogeneous, consisting of small semi-nomadic family groups 
often with distinct cultural and linguistic differences.27 Estimates of the number of 
Aboriginal people at the time of European contact range from 300,000 to over 
1,000,000.28-30 
Aboriginal people demonstrated remarkable resilience to the often harsh and 
challenging Australian environment. This is evidenced by the skill in which communities 
adapted to large changes in climate, were able to source food and water in arid, hostile 
conditions, and in the management and preservation of delicate ecosystems.31,32 These 
abilities reflect physical, intellectual and cultural strengths that have allowed Aboriginal 
people to thrive in conditions that most early European settlers found to be 
inhospitable. While evidence of the health of Aboriginal people before European contact 
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is scarce, a number of observations made by early settlers suggest that Aboriginal 
people possessed excellent health that was at least as favourable as most 19th century 
Europeans.33,34 
Historically, an important component of Aboriginal culture is a deep understanding, 
connection and reliance on land or ‘Country’.29 Aboriginal definitions of Country include 
not only the physical: flora, fauna, land, water and air; but also encompass a spiritual 
connection, connectivity between all living things and a custodial responsibility to 
preserve and maintain the environment. A connection to Country is still widely believed 
to be a source of wellness, health and belonging for Aboriginal communities.35,36  
"The land is my mother. Like a human mother, the land gives us protection, enjoyment 
and provides for our needs - economic, social, and religious. We have a human 
relationship with the land: Mother-daughter, son. When the land is taken from us or 
destroyed, we feel hurt because we belong to the land and we are part of it.”37 
 - Rev Dr Djiniyini Gondarra, OAM 
1.3.2 European contact 
The first contact between Aboriginal people and Europeans is believed to have occurred 
in the early 17th Century when the Dutch began challenging the Portuguese for control 
of the East Indies. This expansion led to contact between the Dutch and the Aboriginal 
people of Cape York in North Queensland, often resulting in violence and the loss of life 
(both Aboriginal and Dutch), and the kidnapping of Aboriginal people for slavery and 
information.38 While the impact of the Dutch on the Aboriginal population was relatively 
limited, the hostility and contempt shown towards the Aboriginal people by the Dutch 
proved to be a portent of a far greater threat that would follow. 
Following Cook’s mapping of the eastern coast of Australia in 1770, the First Fleet left 
England in 1787 with the goal of establishing a penal colony in New South Wales and a 
British foothold in the Southern Hemisphere. The first British settlement was formally 
established in Sydney Cove in 1788.39 While initial attitudes towards the Aboriginal 
people were varied, with evidence of both violence and cooperation,40 the fledgling 
Australian government failed to acknowledge Aboriginal sovereignty over the land. This 
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attitude was formalised by Governor Bourke’s 1835 proclamation that Australia was 
‘Terra Nullius’, or ‘nobody’s land’.41 
As more British settlements were established across the continent, Aboriginal resistance 
to British claims over resources such as land, water and native animals escalated. While 
these conflicts caused casualties on both sides, Aboriginal people suffered far greater 
losses, including systematic massacres that have been described as genocide.42,43 
Contact with the British also had a catastrophic impact on the Aboriginal people through 
the proliferation of diseases such as smallpox and tuberculosis.44 As European 
colonisation spread, a significant proportion of the surviving Aboriginal population were 
forcibly moved off their traditional lands into government run settlements or missions.27 
The displacement of Aboriginal communities combined with restricted access to vital 
resources such as food and water led to the systematic disempowerment of Aboriginal 
communities.45 Within a handful of generations, the subjugation of Aboriginal people by 
European colonists caused the widespread loss of Aboriginal family structures, language 
and cultural practises that had lasted for millennia.42,45,46  
1.3.3 The 20th Century 
By the 1930’s, the combination of disease, conflict, hunger and widespread 
dispossession of land contributed to a decline in the pre-European Aboriginal population 
to around 74,000 people.47 During the same amount of time, the non-Aboriginal 
population had risen to 6.5 million.48 The catastrophic decline in the number of 
Aboriginal people led many to believe that the Aboriginal race would eventually die 
out.49 This belief, and the desire to assimilate the remaining Aboriginal population into 
White culture, led to the policy of removing Aboriginal children from their parents and 
placing them in White families. Between 1910 and 1970’s approximately 20,000 to 
25,000 Aboriginal children were forcibly removed from their families, these children 
came to be known as the ‘Stolen Generation’.50 This policy, described as a “gross 
violation of human rights”, has been shown to substantially contribute to the trauma 
and suffering of Aboriginal people and their communities that continues today.51,52 An 
inquiry into the extent and impact of the Stolen Generation was established in 1995 in 
response to concerns that most Australians were largely ignorant of the history of forced 
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removal of Aboriginal children.51 This attitude was thought to have a serious impact on 
Stolen Generation survivors and their families by hindering the recognition of their 
needs and the provision of services. Compared to other Aboriginal people aged 50 years 
and over, members of the Stolen Generation, are around three times more likely to rely 
on government payments as their main source of income, are over two times more likely 
to have been charged by police and are twice as likely to be not be in good health.53 In 
2008, a national survey of 13,300 Aboriginal people revealed 38% had an immediate 
family member that had been removed.52  
In response to institutionalised discrimination, the forced removal of children and 
widespread inequality, the Aboriginal civil rights movement began in the first half of the 
20th century.54 Aboriginal and non-Aboriginal activists campaigned to gain constitutional 
recognition, voting rights, equal pay and land titles for Aboriginal people. The movement 
escalated in the 1960’s culminating in the 1967 referendum, in which 90.8% of the 
constituents voted to count Aboriginal people alongside non-Aboriginal people in the 
Australian census, and to allow the federal government to legislate specifically for 
Aboriginal people.55 This victory became a symbol for Aboriginal strength, unity, and 
pride – and paved the way for further successful activism.29  
1.3.4 The current population 
As of the 2016 census, 649,200 people identify themselves as Aboriginal and/or Torres 
Strait Islander (2.8% of the Australian population).56 Over three quarters of the 
Aboriginal population live in urban or regional areas (79%), compared to 98% of non-
Aboriginal people.57 The median age of the Aboriginal population is 15 years younger 
than that of the non-Aboriginal population (23 years, and 38 years, respectively).56 
1.3.5 Aboriginal health  
Despite the high standard of living and quality of healthcare in most parts of Australia, 
Aboriginal people experience some of the worst health outcomes in the world. That is, 
not only do Aboriginal people experience grossly unequal health outcomes when 
compared to Australian non-Aboriginal populations, they are also known to fare worse 
than many Indigenous and non-Indigenous people worldwide, including countries much 
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poorer than Australia.58,59 Compared to non-Aboriginal people, age-standardised data 
shows that Aboriginal adults have higher prevalence of cardiovascular disease (27% to 
21%, respectively), are 3.5 times more likely to have diabetes,60,61 have seven times the 
rates of end stage renal disease,62 have approximately double the level of maternal 
mortality,63 are three times more likely to have very high psychological distress64 and are 
twice as likely to commit suicide.65 Further, Aboriginal people have poorer health 
outcomes at younger ages when compared to non-Aboriginal people. These include 
rates of acute coronary events 13 times higher at age 25-34, higher rates of 
hospitalisations for cardiovascular disease (52% compared to 17% for people age under 
55), 3.6 times higher rates of stroke among 55-64 year-olds, and higher rates of diabetes 
among 35-44 year-olds (11% compared to 3%).60 Aboriginal life expectancy is at least 11 
years less than for non-Aboriginal people − equivalent to that of the total population of 
Australians more than half a century ago.9  
As well as poorer health outcomes, Aboriginal families face increased social burdens, 
including high levels of unemployment, violence and substance abuse.66-68 Alarmingly, 
the prevalence of child abuse and neglect has more than doubled between 1999 and 
201069 and Aboriginal children are seven times more likely to receive child protection 
services than non-Aboriginal children.70 These factors, largely believed to be driven by 
historical trauma and disadvantage, pose serious risks for the healthy development of 
Aboriginal children, which can impact the health of subsequent generations of 
Aboriginal people. The severity of these discrepancies, described as a “health crisis”,71 
prompted the Close the Gap campaign to be officially launched in 2007. Close the Gap is 
a nation-wide initiative that seeks to reduce health, education and employment 
discrepancies between Aboriginal and non-Aboriginal people by 2030.72 While some 
gains have been made, as of 2018, four of the seven targets are considered to be ‘not on 
track’ to achieve this goal, including the gap in life expectancy.73  
1.3.6  Social determinants of health 
Aboriginal concepts of health are holistic, encompassing not only the physical qualities 
of the individual, but also include the health and wellbeing of the wider community, the 
strength and integrity of relationships and environmental influences.74,75 Aligning, in 
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part, with these beliefs, it is now widely accepted among Western health researchers 
that the diverse array of social environments in which people are born, develop and 
mature is a prominent factor in determining both physical and mental health.76,77 For 
example, adolescents raised in impoverished environments are shown to have worse 
outcomes on a wide range of mental and physical health outcomes over the life-course 
than adolescents who are brought up in enriched environments.78 Social determinants 
of health encompass factors that occur at an individual level, such as employment, 
housing, education, income, discrimination, social standing and support, as well as 
inequalities that exist between communities, cultural groups and countries.76 The 
relationship between social factors and health is conceptualised as a social gradient 
where, at any point on the gradient, those above are expected to have better health 
outcomes than those below.79  
The effects of this gradient are clearly illustrated in the differences observed between 
Indigenous and non-Ingenious populations.80 Indigenous people experience both 
disproportionate social disadvantage and worse health outcomes when compared to 
their non-Indigenous counterparts.81 This burden is reflected in a recent review of 23 
separate Indigenous populations, which found significant differences when compared to 
local benchmark populations in birth weight, infant mortality, child malnutrition, 
educational outcomes and socio-economic status.82 For Aboriginal Australians, social 
determinants such as racism and low socio-economic environments have been shown to 
be associated with poorer mental and physical health outcomes.6,83,84  
Additionally, Aboriginal health has been strongly linked to a connection to Country. This 
includes an interdependent relationship between Aboriginal people and their traditional 
lands and seas that is thought vital for health, wellbeing and identity.85-87 For Aboriginal 
people living in urban areas the disconnect between land and people is a potential 
further source of ill health.88  
Figure 1.1 proposes a conceptual framework that illustrates the causal pathways 
whereby social determinants are believed to impact health.89 Factors are positioned in 
three distinct, yet interrelated, levels representing upstream (macro-level) factors, 
midstream (intermediate-level) and downstream (micro-level) factors. Social 
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determinants occur at the macro-level and are believed to impact health directly, or 
through intermediate-level psychosocial factors (e.g. stress) or health behaviours (e.g. 
smoking).
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Figure 1.1 A framework of 
the social determinants of 
health 
Originally published in 
“Turrell G, Oldenburg B, 
Mcguffog I, et al. 
Socioeconomic determinants 
of health: towards a 
national research program 
and a policy and 
intervention agenda. 
Queensland University of 
Technology, 1999.” Used 
with permission.
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1.3.7 Intergenerational trauma 
Contributing to the social determinants of Indigenous health, the deleterious effects of 
European colonisation are widely believed to proliferate through generations, sustaining 
cycles of poverty, poor health and disadvantage among Indigenous communities.90-92 
While the literature supporting the concept of transfer of trauma across many 
generations remains largely theoretical, there is a growing body of evidence that 
supports this transfer from one generation to the next. For example, the children of war 
veterans and holocaust survivors are shown to exhibit a greater degree of mental and 
physical health problems than those born to parents who did not experience such 
adversity.93-96 In Australia, children whose parents reported any lifetime mental health 
disorder have significantly higher mental health problems than children whose parents 
reported no diagnoses.97  
The harmful intergenerational effects of forced separation are reflected in findings from 
the Bringing Them Home Report and subsequent reports from the Australian Institute of 
Health and Welfare.51-53 These reports outline physical, psychological and sexual abuse, 
racism, exploitation and loss culture and heritage experienced by members of the Stolen 
Generation, estimated to be between 10% to 33% of all Aboriginal children between the 
period from 1910 to 1970. The downstream consequences of this policy include poorer 
mental and physical health when compared to other Aboriginal people, and higher rates 
of crime and poverty. Results from the Western Australian Aboriginal Child Health 
Survey (WAACHS) which show that children whose caregivers who had been removed 
from their families were found to be at greater risk of clinically significant emotional or 
behavioural difficulties (32.7%) compared to children whose caregivers had not been 
removed (21.8%).98 A meta-synthesis of qualitative studies identified the concept of 
“loss” (e.g. loss of spiritual and cultural identity, family, community, Country, tradition 
knowledge, power and hope) as perpetuating intergenerational trauma among 
Aboriginal people.99 Intergenerational trauma is also represented in a number of 
government-sanctioned reports on Aboriginal health.51,100-102 For example, the Victorian 
Indigenous Family Violence Taskforce Report acknowledge key factors that contribute to 
family violence within Aboriginal families, including “dispossession of land and 
traditional culture, breakdown of community kinship systems and Aboriginal lore, the 
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effects of institutionalism and child removal policies, inherited grief and trauma, and the 
loss of traditional Aboriginal male roles, female roles and status.”103 The disruption to 
Aboriginal families, including unresolved trauma and insidious health and social effects 
are believed to be “among the most serious problems facing Aboriginal people 
today.”104  
For Aboriginal people, trauma does not only have its roots in the past. Current trauma 
caused by racism; poor health, including the premature mortality of friends and 
relatives; continuing high rates of child removal; and socioeconomic pressures 
disproportionately affect the lives of Aboriginal people. Given the growing evidence for 
the intergeneration transmission of trauma, and the large body of evidence that 
supports social determinants of health, the historical and ongoing mistreatment of 
Aboriginal people is widely believed to be the “cause of causes” of current-day poor 
health and socio-economic disadvantage.51,105  
1.4  Resilience research 
The previous section described the influence of negative social and historical factors on 
determining poor health outcomes for children and adults alike. The following section 
outlines the body of research that seeks to understand individual differences in people 
exposed to such adversity.  
1.4.1 Resilience definitions  
While no universally accepted definition of human resilience exists, almost all definitions 
require two broad conditions to be met: the presence of an adverse circumstance that 
threatens normal functioning, and a positive outcome that occurs in the presence of, or 
following, this adversity. For example, prominent resilience researchers describe 
resilience as, “The process of, capacity for, or outcome of successful adaptation despite 
challenging and threatening circumstances”,106 “The capacity of a dynamic system to 
withstand or recover from significant challenges that threaten its stability, viability, or 
development”,107 “Successful coping with biological and social risk factors”.19    
‘Adversity’ is inferred by the presence of factors that are known to increase the 
likelihood of negative outcomes.5 Childhood adversity can refer to a number of 
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psychosocial and environmental stressors including, war, sexual and physical abuse, 
bullying, poverty, and neglect. The impact that an adversity, or adversities, are likely to 
have on children can largely depend upon the timing, duration, number and severity of 
the event(s).2,108 For example, the loss of a caregiver during childhood years is likely to 
have a greater negative impact than if this event occurred during adulthood.109 In the 
context of Aboriginal children, the aforementioned history of cultural marginalisation; 
loss of land, traditions and family structures; intergenerational trauma; forced 
separation; low socio-economic status and discrimination describe historic and current 
day adversities that impact Aboriginal children and their families. While establishing the 
severity of adversity in resilience research is important, a detailed investigation of 
adversity is not the primary focus of this thesis.  
A ‘positive outcome’ (often termed ‘positive adaption’) may consist of the absence of a 
negative outcome (e.g. the absence of any psychopathology), the return to equilibrium 
(regaining normal mood after a traumatic event), or any improvement in functioning 
that occurs during or post adversity. For children, adapting to adversity is often inferred 
by the successful passing of age-appropriate developmental tasks or good mental health 
and social behaviour.110 It is also important to consider that what researchers deem to 
be a ‘positive outcome’ is highly contextually dependent.111 For instance, high academic 
achievement may be considered a key positive outcome in some cultures, whereas other 
cultures may consider the strength of relationships with ones family as a more relevant 
indicator of childhood resilience. Thus, it is particularly important when conducting 
research with different cultural groups that positive outcomes are defined by the 
communities participating in the research themselves. Further, resilience researchers 
acknowledge that learning to cope with adversity and stress is a normal part of 
childhood development and that resilience is mostly recognised when adversities are 
chronic and/or pose high risk to children’s normal functioning.2 Further, an adaptive 
outcome may not always be considered positive in the long-term. For example, 
hypervigilance may be highly adaptive during an extremely threatening circumstance 
(e.g. war). However, research has shown that greater hypervigilance is associated with 
anxiety disorders, including posttraumatic stress disorder.112,113 In the context of this 
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thesis, good psychological and social functioning are generally used to indicate ‘positive 
adaption’. 
Resilience can be viewed as a process or an outcome.114 For example, social ecological 
theories of resilience maintain that resilience is a product of both the child and their 
environment.115 This includes the capacity of children (or their families) to navigate 
towards resources, and the availability of gatekeepers (e.g. parents, social networks, 
health services, schools, governments) to provide these services.116 Similarly, resilience 
is often conceptualised as a transactional process between an individual and their 
environment that produces adaptive systems in the face of adversity.117  
1.4.2  A history of resilience research 
Resilience research shares its roots with early developmental psychopathology research. 
As childhood trauma came to be associated with subsequent physical and mental health 
problems, research that could explain individual differences in children’s adaptive 
abilities emerged.118 Importantly, many children raised in high-risk environments were 
seen not to display negative behaviours that were common among these groups. 
Initially, these children were thought to be “invulnerable” – their resilience a product of 
an inherent trait.117 However, with more research, this idea was increasingly abandoned 
in favour of a resilience framework that included both internal and external factors.119 
Aligning with ecological theories of child development, resilience research generally 
encompasses multiple levels of influence. These primarily include factors that occur at 
the individual, family and community level. There is some evidence to suggest that as 
adversity increases, external factors (e.g. social support) account for more variation in 
resilience than individual-level variables (e.g. personality traits).120  
Masten emphasises resilience as a dynamic process that occurs within many 
interconnecting systems (e.g. children’s family). While individual traits, such as self-
control, are associated with resilience, children’s ability to be resilient is also dependent 
on the strength of family, peer, community and cultural systems. As children develop, 
their ability to be resilient varies as function of their interaction within such systems and 
the presence and strength of adversities over time.117,121 Masten describes resilience as 
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the product of ordinary, not extraordinary, resources and processes, and that the 
absence of these resources constitute the largest threats to children’s resilience.2 
The empirical investigation of resilience has been described by Masten as consisting of 
four ‘waves’ of research.1 Early resilience research was largely descriptive, seeking to 
identify associations between social and environmental factors and positive adaption. 
Subsequent advances in resilience research emphasise the importance of understanding 
resilient processes (i.e. how do factors promote resilience or vulnerability?), and the 
development of practical interventions that aim to build resilience. More recently, 
resilience research has employed advances in statistical methodologies and medical 
science (e.g. epigenetics, brain-imaging technology) to understand how systems at the 
micro (e.g. genes, neurobiology) and macro-level (e.g. social forces) interact to predict 
resilience.1 
1.4.3 Resilience methodologies  
At the core of resilience research is the search for factors and processes that promote or 
reduce resilience.17 Influenced by early work from Garmezy and colleagues, researchers 
often refer to factors that are: associated with positive outcomes in both adverse and 
non-adverse conditions (often termed, ‘compensatory’ or ‘promotive’ factors), that are 
associated with relatively better outcomes in adverse conditions only (often termed, 
‘protective’ factors), and that are associated with worse outcomes (often termed, ‘risk’ 
or ‘vulnerability’ factors).17 Compensatory factors are largely thought to produce 
additive effects. That is, the benefit of a compensatory factor will be approximately 
equivalent in both high and low risk scenarios; whereas, the defining feature of a 
protective factor is a statistical interaction indicating a significant benefit that is 
observed in adverse conditions but is less apparent or non-existent when adversity is not 
present. In this way a protective factor may not necessarily constitute the ‘flip side’ of a 
risk factor. For example, Luthar uses the example of an artistic or musical talent as being 
protective during adversity, but the absence of this talent does not infer risk.17 
It should be noted that there is some inconsistency in the use of this terminology with 
some researchers choosing to use the term ‘protective’ to describe factors that produce 
positive main effects, as well as interactions.17 In this thesis, unless otherwise stated, the 
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term ‘protective factor’ is used to describe any variable that is associated with a positive 
outcome in any circumstance. 
Quantitative resilience research often falls into two broad research paradigms: ‘person 
based’ and ‘variable based’.118,122 Person-based research typically compares groups of 
individuals who have faced similar levels of adversity, but who show different amounts 
of positive adaption. Using cut-off scores to delineate groups, this approach yields a 
‘resilient’ group (e.g. high adversity and high positive adaption) and a ‘vulnerable’ group 
(e.g. high adversity and low positive adaption). By comparing these groups, resilience 
researchers can make inferences about the specific contribution of protective and 
vulnerability factors associated with resilience. Variable-based research investigates the 
influence of protective or vulnerability factors at differing levels of adversity by 
employing multivariable statistics (e.g. multiple regression or structural equation 
modelling). Statistical interactions are more generally derived through variable-based 
designs.118  
In addition to quantitative research, qualitative research paradigms have been argued to 
make a significant contribution to the resilience literature. Ungar proposes that a 
strength of qualitative research lies in the ability to gain a deeper understanding of 
resilience processes from the perspectives of specific socio-cultural groups.123 
Qualitative research has an additional advantage in that the selection of potential 
protective or vulnerability factors is neither arbitrary, nor limited. This may produce a 
more complete picture of the factors and processes that are believed to be associated 
with resilience, framed within the appropriate context.17,123  Qualitative approaches are 
therefore thought to be able to circumvent some of the conceptual issues that have 
plagued quantitative resilience research (described in the next section), and may 
complement quantitative research when conducted with the same study population. 
1.4.4  Conceptual issues 
While the idea of resilience is largely intuitive, issues with the definitions, measurement 
and utility of this construct are prominent within the literature.118,124,125 In particular, the 
arbitrary and numerous methods of defining adversity and positive adaption have raised 
concerns regarding whether researchers are actually measuring the same construct.126 
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In response, researchers have noted the variation in which parameters can be defined is 
necessary in order to more fully understand resilient processes, and can be a potential 
strength, provided variables are chosen based on the appropriate context and 
underlying theoretical considerations.127 
Concerns regarding the multidimensional nature of resilience have also been raised. 
That is, children may be considered resilient in one domain but not another.128 For 
example, a study conducted by Zucker et al. found that some at-risk children who were 
deemed resilient, as measured by low behavioural deviance, also exhibited elevated 
anxiety and depression in follow-up research.129 Luthar contends that uneven 
functioning is common within child development, but that this should not invalidate the 
construct of resilience. Rather, there should exist uniformity across theoretically similar 
domains if resilience is to be inferred (e.g. at-risk children who do well academically 
would be expected to also display ‘persevering’ classroom behaviours).118 The multi-
dimensional nature of resilience has prompted some researchers to specify the resilient 
domain they are measuring. For example, ‘social resilience’ may be used to describe at-
risk children who score well on measures of social competence. Other researchers 
measure resilience profiles by including both internal (e.g. anxiety) and external (e.g. 
social competence) measures of positive adaption.130  
Despite the criticisms resilience research has received, the importance of a greater 
understanding of this construct in both theoretical domains (e.g. child development) and 
social policy (e.g. health interventions) is recognised among researchers and policy 
makers.118,131-133   
1.4.5 Factors associated with resilience  
A number of factors have been consistently associated with childhood resilience. A brief 
overview is presented below. For a comprehensive review see Luthar, 200617 and Shean, 
2015.119 
At the individual level, early ‘easier’ temperament, intelligence, self-regulation, self-
esteem, a skill or talent, social competence, and having an internal locus of control are 
seen to be associated with resilience.19,128,130,134-140 At the family level, the association 
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between good family functioning and resilience has been replicated in multiple studies, 
with nurturing parenting behaviours and family cohesion identified as protective factors. 
117,134,141-143 For example, a seminal longitudinal study of 698 Hawaiian children over four 
decades found that multiple family-level variables were related to good life-course 
functioning, despite high levels of risk.  These included: establishing a close bond with at 
least one trusted and emotionally stable family member, being raised in households that 
provided structure and boundaries, and supportive parenting.19 Conversely, childhood 
maltreatment is seen as a vulnerability factor.144 At the community level, the availability 
of positive role models within the community (e.g. a supportive teacher or mentor), 
prosocial peer relationships, community cohesion and the presence of early intervention 
programs are seen to be associated with resilience.17,19,137,145 
1.4.6  Indigenous resilience  
Research with Indigenous populations has shown that Indigenous and non-Indigenous 
groups share many of the same protective factors, including: greater self-esteem, 
nurturing parenting, positive family functioning and community cohesion.146-149 
Additionally, a number of culturally specific factors have been identified. Of these, the 
connection between Indigenous people and their culture is widely cited as being crucial 
for establishing resilience.147,150-152 At the community level, Indigenous self-governance 
is believed to confer resilience against historical trauma. For example, a study of First 
Nation communities in British Columbia found that communities who were largely self-
governing had significantly lower unemployment and suicide rates than communities 
who had less cultural autonomy.153 The effects of racism and discrimination are seen to 
confer vulnerability on Indigenous people.154  
In Australia, qualitative studies with young people have found that empowerment, 
agency, and increasing civil connectedness enhances resilience,155 as well as a strong 
connection to Aboriginal culture.156 In Victoria, quantitative research has shown that the 
number of friends young Aboriginal people had promoted resilience by mediating the 
relationship between racism and mental health problems.157 In the Northern Territory 
and Queensland, resilience (as measured by screening and assessment tools) has been 
negatively associated with measures of poor mental health.158,159 Hopkins et al. 
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employed a comprehensive person-based resilience paradigm involving 1,021 young 
people aged 12 to 17 years from Western Australia. The researchers first identified five 
family-level risk factors160 then, using these risks in conjunction with measures of social 
and emotional wellbeing, they delineated groups of resilient and vulnerable children. 
They found that good self-esteem, having a prosocial friend, and living in a low socio-
economic area was associated with resilience.161 Further research with this sample 
indicated that resilient young people were significantly more likely to have less lifetime 
health problems, as reported by their caregivers.3 However, despite a growing number 
of studies that seek to identify the correlates of health within Indigenous communities, 
research investigating the resilience of Indigenous people remains scarce.162 
1.4.7 Operationalising resilience in this thesis 
As previously noted, no universally accepted definition of human resilience exists, 
although some form of ‘positive adaption’ and ‘adversity’ are almost always present 
when operationalising resilience. In the context of this thesis, good psychological and 
social functioning are generally used to indicate ‘positive adaption’, while the well-
documented threats to Aboriginal people’s physical and mental health, such as 
discrimination, intergenerational trauma and low socioeconomic status, are considered 
to constitute ‘adversity’. However, due to the different aims and methodological 
approaches undertaken in each chapter, the construct of resilience has not been 
measured uniformly within this thesis. A brief description of how resilience is 
operationalised in Chapters 2 – 6 is given below. 
Chapter 2 – a systematic review of the psychosocial correlates of mental health among 
Aboriginal and Indigenous young people. Studies that measured associations between 
psychosocial variables and mental health outcomes (internalising and externalising) in 
conjunction with quantitative measures of adversity were deemed to measure ‘resilient’ 
mental health. Adversity was defined as any significant threat to children’s health, 
development or wellbeing.  
Chapter 3 – an interview study with Aboriginal adults about their views on Aboriginal 
children and adolescent’s resilience.  Resilience was defined by participant’s beliefs and 
perspectives. Participants were asked what characteristics children who were ‘doing well 
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despite adversity’ displayed. Participants were also asked to reflect upon their own 
experiences of ‘doing well despite adversity’. 
Chapter 4 – a cross-sectional observational study of Aboriginal adolescent’s resilience. 
Resilience was defined as ‘low risk’ Strengths and Difficulties Questionnaire (SDQ) scores 
on the total difficulties, and the prosocial scales. The SDQ is a measure of children's 
emotional and behavioural strengths and difficulties and is therefore a suitable measure 
of positive adaption. Previous work by the SEARCH team has found the SDQ to be an 
acceptable measure of Aboriginal children’s social and emotional wellbeing, to 
demonstrate adequate acceptability, reliability and validity,163,164 and for high risk scores 
to be associated with increased mental health-related emergency department 
presentations in the five years following measurement.165 The SDQ has previously been 
used as a measure of positive adaption in Australian Aboriginal children.161 Further, the 
data presented in Chapter 3 suggests that the emotional and behavioural traits that the 
SDQ measures reflect the attitudes and perspectives of SEARCH communities towards 
resilience. Adversity is not directly measured in this study but is instead inferred from 
well-documented adversities that the SEARCH communities are known to be 
disproportionately exposed to, such as racism and socioeconomic disadvantage. This 
study uses independent variables that were identified from the interviews with 
Aboriginal people outlined in the previous chapter, and thus builds on this work, 
providing a quantitative exploration of the factors identified in the qualitative resilience 
data. 
Chapter 5 – a cross-sectional observational study of the resilience of caregivers of 
Aboriginal children. Resilience is defined as having experienced three or more stressful 
life events in the last 12 months and having scores of ≤21 on the Kessler 10 Psychological 
Distress scale, which is indicative of low psychological stress. 
Chapter 6 – a systematic review of evaluated programs that aim to improve Aboriginal 
children’s social and emotional wellbeing. An initial search revealed that there were no 
formal evaluations of programs that aimed to specifically improve resilience among 
Aboriginal children. The term ‘Social and Emotional Wellbeing’, an Aboriginal definition 
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of health that also includes resilience,166 was used as a broader outcome in which to 
investigate the evidence for programs that are likely to promote resilience  
1.5 The SEARCH study  
1.5.1 Aboriginal research within Australia 
Historically, Aboriginal health research has often perceived to have been conducted ‘on’ 
rather than ‘with’ the Aboriginal community.167 Much of this research has been criticised 
for being insensitive, deficit-focused, conducted with minimal explanation to Aboriginal 
people, and offering little tangible benefits to Aboriginal communities.12,168  
Consequently, many Aboriginal people became wary of research.167,169 These practices 
have led to major reforms in Aboriginal research including separate ethical guidelines 
that have been developed for research involving Aboriginal people. The aim of these 
guidelines is to ensure that Aboriginal communities have greater control over all aspects 
of health research practices, including the design, execution and evaluation, ethical 
considerations, research priorities and data ownership.170,171 
Recognising the need to conduct research in partnership with the Aboriginal community, 
the Coalition for Research to Improve Aboriginal Health (CRIAH) was formed in 2004 
from a collaboration between the Aboriginal Health and Medical Research Council of 
NSW (AHMRC, the peak body for Aboriginal health in New South Wales), and the Sax 
Institute (an organisation that aims to promote evidence-based health policy by 
connecting researchers, policy makers and service delivery agencies). CRIAH seeks to 
build capacity in Aboriginal health research, enable research partnerships to improve 
health policy, and to foster engagement between researchers and the Aboriginal 
community.172   
1.5.2 SEARCH 
The Study of Environment on Aboriginal Resilience and Child Health (SEARCH) was borne 
from CRIAH to address the health research needs of urban Aboriginal people.  Through 
extensive consultation with Aboriginal communities, research priorities were identified, 
and nascent partnerships established. From these beginnings SEARCH has forged 
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partnerships between leaders in Aboriginal health, Aboriginal and non-Aboriginal 
researchers and four Aboriginal Community Controlled Health Services (ACCHS) located 
in urban and regional New South Wales (NSW) that have continued for more than 
twelve years.173 All SEARCH research is designed and conducted in collaboration with the 
participating Aboriginal healthcare professionals and communities, who also own the 
data.  
SEARCH aims to investigate the aetiology of mental and physical health outcomes in 
urban Aboriginal children, but also collects data from their caregivers. Data assessing a 
range of social, health and environmental factors is collected via a comprehensive 
survey as well as clinical measures. SEARCH employs Aboriginal research officers at each 
of the participating sites in order to ensure data is collected in a culturally appropriate 
manner. The study also seeks to support data usage in order to build health service and 
research capacity.174,175  
The Phase 1 SEARCH dataset consists of 1669 children and their caregivers. Children 
were aged between 0 and 17 years and were 53% male. Caregivers had a mean age of 
35 years and were 91% female. Most caregivers were the child’s biological mother 
(78%), with 9% being cared for by another relative, and 6% in foster care. SEARCH is 
guided by Bronfenbrenner’s bioecological model of human development which 
emphasises the importance of studying the child in multiple proximal and distal 
ecological systems.176 In accordance with this conceptual framework SEARCH surveys 
collected data from multiple domains including socioeconomic status, diet, exercise, 
substance use, injury, housing, neighbourhood factors, social and emotional wellbeing, 
psychological distress, and health service use. Clinical measures such as height, Body 
Mass Index (BMI), blood pressure, blood lipids and urinary albumin were also taken. 
Through consultation with Aboriginal informants, resilience was determined by 
measures of emotional and behavioural problems (the SDQ) and low psychological 
distress (the K10). Both the SDQ and the K10 have shown good acceptability and internal 
consistency when used with Aboriginal populations.163,164 Phase two data collection is 
due to be completed by 2019/20. SEARCH is currently the largest longitudinal study of 
Aboriginal children in Australia. 
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Figure 1.2 Location of participating SEARCH ACCHSs in New South Wales 
Originally published in “The SEARCH Investigators. The Study of Environment on 
Aboriginal Resilience and Child Health (SEARCH): study protocol. BMC Public Health. 
2010;10:287.” Used with permission. 
This thesis uses phase one survey data collected from SEARCH during the period 2006-
2012.  
1.6  Study rationale 
Aboriginal people experience ongoing discrimination and cultural marginalisation that 
has contributed to unacceptable health and social inequalities.10,68 Despite these 
adversities, Aboriginal people are clearly resilient. The Aboriginal population has 
recovered from the catastrophic decline in numbers that followed colonisation, the 
number of Aboriginal children completing secondary and tertiary-level education is 
steadily growing,177 and Aboriginal representation is present at senior levels of 
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academia, healthcare, sport and governance. Yet, the health and social gaps between 
Aboriginal and non-Aboriginal people persist, prompting the need for a greater 
understanding of what works to reduce this disparity.  Policies that aim to reduce the 
number of adversities Aboriginal people experience should be a priority if real gains are 
to be made in Closing the Gap. Given the many and varied risks Aboriginal people face, 
including the persistence of racist attitudes and cycles of poverty and disadvantage, this 
goal is likely to require considerable commitment and time. Therefore, understanding 
how some Aboriginal children manage to do well despite the historical and ongoing 
adversities outlined in this chapter may help to inform strategies that can Close the Gap 
for future generations of Aboriginal people. 
Given the small amount of (largely qualitative) research into Aboriginal resilience, this 
body of work aims to expand upon existing knowledge by employing a holistic approach 
to Aboriginal resilience research in Australia. This aim is to be achieved by:  
• Providing a comprehensive understanding of common risks and protective 
factors for mental health and resilience within children from Indigenous cultures 
who share a common history of European colonisation 
• Using mixed methods research in order to provide a contextual understanding of 
urban Aboriginal people’s perspectives of resilience, adversity, positive adaption 
and protective factors  
• Investigating resilience holistically by assessing resilience within both children 
and their caregivers 
• Assessing the current state of knowledge regarding how resilience may be 
fostered in Aboriginal children and comparing this data with the knowledge 
generated from this body of work 
• Synthesising the results to make recommendations for policy that can enhance 
resilience in young Aboriginal people 
1.7 Aims/research questions 
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Using the SEARCH study as a culturally appropriate research resource, the overarching 
aim of this thesis is to investigate the resilience of urban Aboriginal children and their 
caregivers and the factors which underpin it. Specifically, this research aims to: 
1. Identify psychosocial factors associated with the mental health of Indigenous 
children who share a common history of European colonisation (Chapter 2) 
2. Investigate and describe children’s resilience within an urban Australian 
Aboriginal context, including the prevalence of resilience, factors that are 
associated with fostering resilience, the processes whereby resilience 
manifests, and potential strategies to enhance resilience (Chapters 3 and 4) 
3. Investigate the prevalence of resilience and stressful life events among 
caregivers of Aboriginal children and identify psychosocial, health and 
demographic factors associated with resilience (Chapter 5) 
4. Review current evidence surrounding what works to improve Aboriginal 
children’s social and emotional wellbeing and resilience (Chapter 6). 
1.8  Overview of chapters 
Chapter 1 provides a brief description of Aboriginal people in Australia including pre- 
and post-European contact, current day health status and the impact of social 
determinants and historical trauma on health. The concept of resilience is introduced, 
including an overview of the empirical literature, conceptual issues, and factors that are 
associated with the resilience of Indigenous and non-Indigenous populations. The 
history and rationale of the SEARCH study is described, followed by the rationale for this 
thesis. 
Chapter 2 presents a systematic review of studies that investigated quantitative 
associations between psychosocial risk and protective factors, and the mental health 
and resilience of Indigenous children who live in high-income countries. The quality of 
evidence is evaluated using the Grades of Recommendation Assessment, Development 
and Evaluation (GRADE) guidelines. 
Chapter 3 presents a qualitative study on Aboriginal perspectives of childhood resilience. 
This chapter describes health professionals and community member’s (aged 18+ years 
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old) beliefs regarding childhood resilience from their own experiences, and from 
working with and raising children. Important factors that are believed to build resilience, 
including potential strategies for resilience enhancing programs, are explored.  
Using SEARCH adolescent data (ages 12-17 years old), the relationship between five 
factors believed to be associated with resilience, as identified in Chapter 3, and 
resilience, as measured by the Strengths and Difficulties Questionnaire, are 
quantitatively assessed in Chapter 4. 
Chapter 5 presents a quantitative investigation of the amount and type of stressful life 
events caregivers of SEARCH children experience, and their ability to be resilient in this 
context. Using a person-based and variable-based design, protective and vulnerability 
factors are identified. 
Chapter 6 presents a systematic review of peer-reviewed studies that evaluated social 
and emotional wellbeing programs for young Aboriginal people (aged 4-25 years old). 
The quality of evidence is appraised using adapted GRADE guidelines. 
Chapter 7 presents a summary of key findings and the contributions that this thesis has 
made towards the extant body of Aboriginal resilience literature. The strengths and 
limitations of the thesis as a whole are discussed, followed by implications for policy, 
and areas for further research.  
1.8.1 Age ranges used in this thesis 
The age ranges used in each chapter were decided based on the study objectives and 
methods. School-aged children (mean ages 5-18 years old) were included in Chapter 2, 
with any study involving people over 21 excluded. Mean age was used in order to limit 
the amount of studies excluded where the samples consisted predominantly of school-
aged children (e.g. 5-18 year-olds), but where a small number of participants were 18 - 
20 years-old. Aboriginal adults (18+ years) were included in Chapter 3 in order to gather 
the perspectives of people who were able to reflect upon their own experiences of 
resilience with maturity, and that of children in their care. Chapter 4 investigated a 
number of potential protective factors that were only measured in SEARCH adolescents, 
hence this chapter only includes children aged 12-17. The focus of Chapter 5 is 
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caregivers of Aboriginal children. Parents and carers were only eligible to participate in 
SEARCH if they were aged 16 years or older, thus caregivers 16 years old or over were 
included. Chapter 6 presents a review of evaluated social and emotional wellbeing 
programs in Australia. Given that mental health services for young people in Australia 
often accept patients up to the age of 25 (e.g. Headspace) and that World health 
Organisation definitions of young people extend to 25, the age range was extended to 
match this practice.178 
1.8.2 Aboriginal guidance 
Along with the extensive Aboriginal community consultation that underpins the SEARCH 
study, all research conducted in this thesis was done so under the guidance of Aboriginal 
people, including Professor Kathleen Clapham (all Chapters), Ms Janice Nixon (Chapter 
3), Mr Peter Fernando (Chapter 3), Ms Simone Sherriff (Chapter 3), and Mrs Sandra 
Williams (Chapters 4 and 5). This guidance took many forms, including determining 
appropriate research questions; the construction of interview schedules and  
interpretation of qualitative data; cultural advice regarding interview methods; guidance 
regarding study design, including culturally appropriate measures of adversity and 
positive adaption; expert advice regarding the Aboriginal health literature and ensuring 
the breadth and historical accuracy of Chapter 1; guidance in the overall interpretation 
of the results per study (Chapters 2 – 6) and as described in Chapter 7 (Discussion). 
Further, Aboriginal Research Officers, health staff and CEOs from partner ACCHSs helped 
ensure the research was conducted in a culturally appropriate and safe manner. The 
manner in which resilience was defined and measured in Chapter 4 was guided by the 
perspectives of SEARCH community members towards Aboriginal childhood resilience 
canvassed in Chapter 3. 
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2.1 Chapter introduction 
As described in Chapter 1, human resilience is a construct that is often inferred from 
positive adaptation in the presence of adversity. In order to understand childhood 
resilience within an Indigenous context it is important to understand the risks that 
Indigenous children experience to their mental health as well as potential protective 
factors. This chapter presents an overview of the associations between psychosocial 
factors and mental health in Indigenous children who live in high income countries. 
Quantitative resilience studies are also identified including protective and vulnerability 
factors that are associated with resilience. 
The material presented in this chapter has been published as: Young C, Hanson C, Craig 
JC, Clapham K, Williamson A. Psychosocial factors associated with the mental health of 
indigenous children living in high income countries: a systematic review. Int J Equity 
Health. 2017;16:153. 
Chapter 2 is structured as per the journal article. 
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2.1.1 Authors' contributions 
CY, JC, KC and AW conceptualised the study. CY and CH conducted the literature search 
and applied the GRADE guidelines. CY collated the data and wrote the manuscript. All 
authors interpreted the results and reviewed, revised and approved the final version of 
the manuscript.
2.2 Abstract 
2.2.1 Background 
Indigenous children living in high income countries have a consistently high prevalence 
of mental health problems. We aimed to identify psychosocial risk and protective factors 
for mental health in these settings. 
2.2.2 Methods 
A systematic review of studies published between 1996 and 2016 that quantitatively 
evaluated the association between psychosocial variables and mental health among 
Indigenous children living in high income countries was conducted. Psychosocial 
variables were grouped into commonly occurring domains. Individual studies were 
judged to provide evidence for an association between a domain and either good mental 
health, poor mental health, or a negligible or inconsistent association. The overall quality 
of evidence across all studies for each domain was assessed using the Grades of 
Recommendation Assessment, Development and Evaluation (GRADE) guidelines. 
2.2.3 Results 
47 papers were eligible (mainland US 30 [64%], Canada 8 [17%], Australia 7 [15%], 
Hawaii 4 [9%]), including 58,218 participants aged 4 to 20 years. Most papers were 
cross-sectional (39, 83%) and measured negative mental health outcomes (41, 87%). 
Children’s negative cohesion with their families and the presence of adverse events 
appeared the most reliable predictors of increased negative mental health outcomes. 
Children’s substance use, experiences of discrimination, comorbid internalising 
symptoms, and negative parental behaviour also provided evidence of associations with 
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negative mental health outcomes. Positive family and peer relationships, high self-
esteem and optimism were associated with increased positive mental health outcomes. 
2.2.4 Conclusions 
Quantitative research investigating Indigenous children’s mental health is largely cross-
sectional and focused upon negative outcomes. Indigenous children living in high 
income countries share many of the same risk and protective factors associated with 
mental health. The evidence linking children’s familial environment, psychological traits, 
substance use and experiences of discrimination with mental health outcomes highlights 
key targets for more concerted efforts to develop initiatives to improve the mental 
health of Indigenous children.  
2.3 Introduction  
Indigenous children living in high income countries such as Australia, New Zealand, 
Canada and the United States (US) have survived enormous challenges to their health 
and wellbeing. Despite these threats, the strength and resilience of Indigenous 
communities and families has enabled most children to have good mental health. 
However, Indigenous children in these countries are disproportionately affected by 
mental health problems when compared to their non-Indigenous counterparts.1-5 
Childhood mental health disorders such as anxiety, depression and externalising 
behaviours are associated with a range of negative outcomes that are overrepresented 
in Indigenous communities, including high rates of suicidal ideation and completion.6,7 
The long-term sequelae of poor childhood mental health is believed to significantly 
contribute to negative health and social outcomes that occur throughout the lifespan.8  
While the aetiology of childhood mental health disorders is likely to involve multiple 
determinants, the impact of European colonisation constitutes an additional, pervasive 
risk factor for Indigenous children living in Australia, New Zealand, Canada and the US. 
For these children, colonisation and subsequent cultural marginalisation are believed to 
be the “cause of causes”,9 impacting negatively on children’s mental health through low 
socio-economic families and communities, experiences of discrimination, and exposure 
to the psychological effects of intergenerational trauma and inequality.10  
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Given that Indigenous populations share a history of colonisation, research that 
investigates common correlates of mental health may help to strengthen the evidence 
base, and contribute to the development of effective health interventions. To date, 
there has been little research that assesses risk and protective factors among multiple 
Indigenous cultures. The aim of this systematic review is to identify modifiable 
psychosocial risk and protective factors, common to Indigenous children living in 
Australia, New Zealand, Canada and the US that are associated with mental health 
outcomes typically experienced during childhood and adolescence. The results may aid 
the design of initiatives to improve the mental health of Indigenous children, reduce 
health disparities, and identify areas for further research. 
2.4 Methods 
We followed the Meta-analysis of Observational Studies in Epidemiology (MOOSE) 
guidelines to conduct this systematic review.11 
2.4.1 Study inclusion and exclusion criteria 
Peer reviewed, English language studies that reported quantified relationships between 
psychosocial variables and mental health outcomes in Indigenous children were eligible. 
School-aged samples (mean ages between 5 and 18 years) from the four ‘CANZUS’ 
(Canada, Australia, New Zealand, United States) countries were included, with studies 
including participants over 21 years excluded. While many Indigenous people live in 
remote areas, studies that only included young people from very remote areas (e.g. the 
Arctic Circle) were excluded. Given the unique adversities and environmental factors 
that isolated populations are likely to face,12 the exclusion of such groups was 
hypothesised to improve the generalisability of the results. Studies investigating multiple 
ethnic groups were included if a separate quantitative analysis was provided for the 
Indigenous sample. 
Due to the potential of evolving social and political landscapes to effect changes in the 
health of Indigenous minority groups, only papers published in the last 20 years (1996 to 
January 2016) were included. In keeping with this review’s focus of modifiable factors 
associated with mental health, studies measuring congenital disorders or mental 
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disability were excluded. Given current controversies surrounding the diagnosis of 
Attention Deficit Hyperactivity Disorder (ADHD),13 associations between psychosocial 
variables and an ADHD diagnosis were not included. 
Symptoms of mental health vary considerably in both presentation and severity. This 
review focused on commonly measured aspects of mental health that are relevant from 
early childhood to late adolescence and across a range of cultures. These included 
externalising and internalising disorders, and measures of positive mental health such as 
self-esteem.14 In keeping with this focus, outcomes that were more serious, rare and less 
likely to be observed across the relevant age range such as eating disorders, delinquency 
and suicidal ideation and completion were excluded.15-18 Studies that used recruitment 
strategies that led to over-sampling high risk populations were not included. 
2.4.2 Search strategy 
The first author (CY) conducted the literature search using MEDLINE, PsychINFO, 
Embase, and Scopus databases. Results were retrieved in February, 2016. Details of the 
literature search are available in Appendix A.1. Author CY screened papers for eligibility 
by reading abstracts and, where necessary, the full text. A second reviewer (CH) 
independently read 25% of the papers and compared her findings with the first author. 
Disagreements were resolved by discussion. Of the 159/492 (25%) papers independently 
assessed by the first and second author, four discrepancies were detected; however, on 
closer inspection all of these papers met exclusion criteria and no further papers were 
assessed by the second author. Reference lists were examined from included papers to 
identify potentially eligible studies. 
2.4.3 Definition of variables 
Psychosocial variables: Psychosocial variables were defined as any quantifiable measure 
of children’s characteristics, and their family and community environments. These were 
grouped into commonly occurring domains (e.g. socioeconomic status). Domains were 
further grouped by individual, family and community level. Individual-level domains 
relate to children’s traits, attitudes or abilities; family-level domains relate to the 
family/household environment, including parent’s characteristics and the relationships 
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between children and their parents; community-level domains relate to children’s 
neighbourhood and broader community, including peer relationships and school-based 
variables. Domains that were measured in fewer than four papers were not included in 
this analysis. This arbitrary rule was decided by the authors in order to include domains 
that were likely to provide sufficient data for comparison and evaluation purposes. The 
list of domains and their definitions are given below: 
Individual-level domains 
Optimism:  Measured children’s optimistic view of their future and optimistic 
explanatory styles.  
Positive attitudes towards school: Measured children’s positive view of school including 
feelings of school membership.  
Self-efficacy: Measured children’s belief in their ability to achieve specific goals.  
Self-esteem:  Measured children’s concept of their own self-worth.  
Identification with White culture: Measured the extent that Indigenous children saw 
themselves adopting or adapting to White cultural practices. This domain was measured 
primarily with ethnic identification scales. For example, the Orthogonal Cultural 
Identification Scale (OCIS)19 or the Bicultural Ethnic Identity Scale.20 
Scholastic ability: Measured children’s academic achievement or general cognitive 
ability. Grade Point Average (GPA) scores were the most commonly used measure for 
this domain. 
Identification with Indigenous culture: Measured children’s identification with their own 
Indigenous culture. This domain was primarily measured with ethnic identification scales 
(e.g. the OCIS), or by assessing children’s knowledge of their Indigenous culture or 
language.  
Substance use:  Measured children’s use of illegal drugs and alcohol (tobacco use was 
not included).  
Externalising:  Measured antisocial, aggressive and oppositional behaviours.  
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Internalising:  Measured internalising symptoms including anxiety, depression, 
withdrawn behaviour and suicidal ideation.  
Adverse events: Measured children’s exposure to events likely to cause substantial stress 
(e.g. abuse, neglect) or significant disruption to children’s lives (e.g. the loss of a close 
family member). 
Family-level domains 
Family cohesion (positive): Measured the quality of relationships children experienced 
within their immediate family including measures of family support and positive 
parenting styles.  
Low family SES: Measured indices of socio-economic status (SES) including family 
income, caregiver’s education and occupation, household occupancy level and housing 
quality/tenure.  
Atypical family structure: Measured whether children were raised by single caregivers or 
by family members other than the children’s parents (e.g. aunts, uncles or 
grandparents).  
Caregiver’s mental health/behaviour (negative): Included measures of caregiver’s 
mental health problems, criminal activity, domestic violence and substance abuse.  
Family cohesion (negative): Measured poor relationships children had with their family, 
and harsh parenting practices.  
Community-level domains 
Peer support: Measured the presence and quality of prosocial relationships children had 
with their peers.   
Community cohesion (negative): Measured negative elements within the children’s 
community including violent or criminal activity in neighbourhood or school 
environments.  
Discrimination: Measured children’s experiences of racial discrimination.  
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Bullying: Measured whether children had experienced recent bullying.  
Mental health outcomes: We defined mental health outcomes as any internalising or 
externalising symptom, and/or measure of positive mental health typically associated 
with school-aged children. Internalising disorders describe adverse mental health states 
that are inner-directed, including depression, anxiety, and withdrawal.21 In contrast, 
externalising disorders are outer-directed and manifest as maladaptive behavioural 
problems including antisocial, oppositional and aggressive behaviour.22 
Positive mental health outcomes included measures of self-esteem, positive affect and 
resilience. Resilience is commonly defined as positive adaption in the presence of 
adversity.23 In this review, ‘positive adaption’ was inferred by the presence of a positive 
mental health outcome (e.g. greater self-esteem), or the lack of a negative mental 
health outcome. Adversity was inferred by the presence of and event, or events, that 
were likely to significantly disrupt children’s health, development or wellbeing. Only 
quantitative measures of positive adaption and adversity were considered for this 
review. For example, Hopkins et al.24 divided a sample of Australian Aboriginal children 
into ‘low’ and ‘high’ risk groups based on the number of adversities experienced. 
Children in the high-risk group who showed good mental health outcomes (as measured 
by the Strengths and Difficulties Questionnaire)25 were considered resilient. Studies that 
did not include a measure of adversity or a validated resilience scale were not deemed 
to measure resilience. A separate summary of the psychosocial variables that were 
associated with resilient mental health is given in the results. 
Mental health measures that combined internalising, externalising or positive mental 
health outcomes were described as ’Global’ measures of mental health. For example, 
the Strength and Difficulties Questionnaire uses measures of ‘conduct problems’ 
(externalising), ‘emotional symptoms’ (internalising) and ‘prosocial behaviour’ (positive 
mental health) to calculate a global measure of children’s mental health.  
In order to assess comorbidity between mental health outcomes, externalising, 
internalising and self-esteem constitute both predictor variables (domains) and 
outcomes (mental health) in this review.  
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2.4.4 Data extraction strategy 
Bivariate and multivariable analyses of a domain’s association with mental health were 
extracted from each study, including the statistic used, the magnitude and direction of 
association, the p value and the confidence interval (where given). When path analysis 
was employed, only associations from the best fitting model were included. Similarly, 
when multiple statistical models progressively introduced confounders, only statistics 
from the final modal were included.  Longitudinal and cross-sectional data were both 
included. Interactions were not recorded; however, because the construct of resilience 
can be observed through statistical interactions between levels of adversity and other 
predictor variables, interactions that were deemed to measure resilient mental health 
were included. When multiple papers reported results from the same study, variables 
measuring the same domain were treated as belonging to a single study.  
2.4.5 Data synthesis and presentation 
The aim was to determine the associations between psychosocial variables and 
childhood mental health outcomes. Due to the considerable heterogeneity in how these 
variables were conceptualised and measured, and in the statistical methods employed 
to assess relationships, calculation of summary estimators (meta-analysis) was neither 
possible nor appropriate. Instead, a two-stage process was used to assess the strength 
of association between psychosocial variables and mental health. The first stage 
involved making an overall judgement whether an individual study provided evidence 
for an association between a domain and: good mental health, poor mental health, or 
showed a negligible or inconsistent association. The second stage involved assessing the 
quality of evidence associating each domain with mental health, as measured by 
multiple studies, using the Grades of Recommendation Assessment, Development and 
Evaluation (GRADE).26 
Individual studies: Each study was independently assessed by two authors (CY, CH) to 
ascertain whether it provided evidence for an association between a psychosocial 
domain and: good mental health, poor mental health, or a negligible or inconsistent 
association. When only one association between a psychosocial domain variable and a 
mental health outcome was reported in a single study, statistical significance was used 
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to determine evidence for an association. When domains were measured by more than 
one psychosocial variable and/or multiple mental health outcomes were used within a 
single study; the number of statistically significant associations, the magnitude and 
direction of effects and the number of comparisons were all considered before making a 
judgement regarding an association. Measures of both positive (e.g. self-esteem) and 
negative (e.g. depression) mental health were considered together in order to 
determine the overall association between domain variables and mental health. 
Disagreements were resolved via discussion. 
2.4.6 Study quality assessment 
We used the Grades of Recommendation Assessment, Development and Evaluation 
(GRADE) guidelines to rate the quality of evidence within each domain. The GRADE 
guidelines rate evidence as being ‘very low’, ‘low’, ‘moderate’ or ‘high’ depending on 
four categories of investigation: risk of bias, inconsistency, indirectness, and if reasons to 
rate up the strength of evidence exist. The GRADE category of ‘Imprecision’ was not 
assessed given the relatively small number of studies that reported confidence intervals. 
The GRADE category of ‘Indirectness’ was also not assessed given that relevant inclusion 
criterion were matched directly to the research question. Observational studies start at 
‘low’ quality and could be rated up or down depending on the quality of evidence. In 
accordance with the GRADE recommendations, domains that had been rated down for 
any reason were not eligible to be rated up. Two authors (CY, CH) independently 
assessed all elements of the GRADE evidence profile, discrepancies were resolved by 
discussion.   
Risk of Bias: Risk of bias was first assessed in individual papers using the Newcastle-
Ottawa Scale (NOS) adapted for cross-sectional studies.27 This scale measures potential 
sources of bias on a 10-point scale. Risk of bias is deemed to be present if the sample 
size is not justified or unsatisfactory,28 if the sample is unrepresentative of the target 
population, if inappropriate or un-validated measurement tools have been used, if 
theoretically important variables were not controlled for (socioeconomic status, and age 
and gender), and if inappropriate or unclear statistical tests were employed. We set the 
following criteria for judging risk of bias: 9 to 10 points = low risk; 7 to 8 points = 
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medium risk; ≤6 points = high risk. Domains that included a majority of high risk studies 
were considered to be at serious risk of bias and were rated down.  
Inconsistency: Inconsistency was deemed to be present when large differences between 
point estimates and/or confidence interval ranges were observed among studies that 
measured the same psychosocial domain. Domains were always rated as inconsistent if 
different studies measuring the same domain produced statistically significant but 
conflicting associations with mental health outcomes (note: this did not include 
negligible associations).  
Rating up the quality of evidence: Provided that there were no reasons to rate evidence 
down, the quality of evidence for each domain could be rated up if: the majority of 
studies reported medium or large effect sizes, if a dose-gradient effect was observed, or 
if the majority of studies controlled for confounding variables that could plausibly 
reduce the magnitude of the effect. We followed conventional rules of thumb for effect 
sizes29 and deemed medium effect sizes as: Cohen’s d =.5, zero-order correlation 
coefficient r = |.3|, and odds ratios = 2 or .5; large effect sizes were defined as Cohen’s d 
=.8, zero-order correlation coefficient r = |.5|, and odds ratios = 5 or.2. All other 
statistics were interpreted within the context of the study.  
Using the above heuristics two researchers (CY, CH) independently appraised the effect 
sizes reported in each study. Effect sizes were rated as being ‘small’, ‘medium’, ‘large’, 
‘negligible’ or ‘inconsistent’. When more than one statistic was reported, a summary of 
the range of effect sizes was recorded, outliers were excluded. Using the same method, 
a qualitative summary of the range of effect sizes, per domain, was made by the 
researchers, disagreements were resolved by discussion.  
For example, a study by Whitbeck et al.30 investigated substance use among American 
Indian children. In this case the domain, ‘substance use’ is indicated by three variables: 
“alcohol problems”, “alcohol abuse” and “number of substances used in the past 
month”. Mental health was indicated by measures of withdrawal, somatic complaints 
and anxiety/depression (all symptoms of internalising). This study provided three 
independent variables and three dependent variables, yielding nine associations 
between the domain ‘substance use’ and mental health. The variable “number of 
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substances used in the past month” was found to be significantly correlated with mental 
health variables: “somatic symptoms” and “anxiety/depression” (r’s = .16 and .27, 
respectively). All other correlations were positive but non-significant. Given the absence 
of conflicting evidence, and the two significant correlations, this paper is deemed to 
have provided evidence of an association between the domain ‘substance use’ and poor 
mental health. 
After appraising all other studies measuring the domain ‘substance use’, 8/9 studies 
measuring this domain were deemed to provide evidence for an association with poor 
mental health. Using the GRADE guidelines, the quality of evidence was rated up from 
‘low’ to ‘moderate’ due to the majority of studies that adjusted for confounding factors 
and the absence of any reason to rate down.  
2.5 Results 
2.5.1 Review statistics 
The review included 47 papers. Figure 2.1 (following) presents the results of the 
literature search.  
The majority of papers reported on studies conducted in the US (mainland; 30 papers, 
64%) with Native American samples, 8 papers (17%) involved Indigenous Canadian 
samples (two papers assessed both US mainland and Canadian Indigenous samples), 7 
papers (15%) involved Indigenous Australian children, and 4 (9%) papers involved 
Indigenous Hawaiian children. No studies from New Zealand met inclusion criteria. All 
studies were observational; 39 papers (83%) used a cross-sectional design, 8 (17%) used 
a longitudinal design or a mixture of longitudinal and cross-sectional designs. 
Participants’ ages ranged from 4 to 20 years. Most studies included children aged 
between 11 to 18 years (i.e. middle and/or high school-aged children). Sample sizes 
ranged from 65 to 13,454 participants. Measures of negative mental health outcomes 
were the most commonly assessed, measured in 41 (87%) papers. Internalising 
symptoms were measured in 27 papers (57%), externalising symptoms were measured 
in 14 papers (30%), global measures of mental health were measured in 14 papers 
(30%), and positive mental health was measured in 13 papers (28%). Domains that 
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appeared in the search but were measured in fewer than four papers included: physical 
health, historical loss, religious involvement, level of isolation, social skills and self-
regulation. The number of publications was seen to increase over time with half of the 
papers published between 2011 and January 2016 (the last five years of the review’s 20-
year timeframe). 
 
 
 
Figure 2.1 Search results 
Records identified 
through database 
searching 
n=967 
Medline (370) 
Embase (247) 
PsycINFO (163) 
Scopus (187) 
Abstracts/titles 
screened 
Full-text records 
assessed for eligibility 
n=151 
Total number of records included 
n=47 (58,218 participants) 
US (mainland) (30) 
Canada (8) 
Australia (7) 
Hawaii (4) 
(Two studies involved mainland US 
and Canadian populations)   
Records excluded after full-text 
review 
(116) 
Excluded age (33) 
Excluded mental health outcome 
(26) 
Not Indigenous population (13) 
Review (12) 
Qualitative study (7) 
Arctic Circle population (6) 
Intervention (5)  
Excluded predictor (4) 
Theoretical paper (4) 
Preformed group (3) 
Validation study (3) 
Records excluded 
n=341 
Duplicates 
removed 
Records identified from 
references 
n=12 
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Individual-level domain variables were reported in 40 papers (85%), family-level domain 
variables were measured in 25 papers (53%) and community-level domain variables 
were measured in 22 papers (47%). The median number of associations between a 
single psychosocial domain and mental health outcome per paper was two (interquartile 
range: 3).  
Table 2.1 provides a summary of the included papers. 
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Table 2.1 Study characteristics 
Region Study 
Sample 
size  Male (%) 
Age (range or 
mean) or 
school grade Mental health outcome Mental health measure 
US 
(mainland)       
 Costello,
[31]  1997 323 53 9-13 
Symptoms of child/adolescent 
psychiatric disorders  CAPA 
 Federman
[32] 1997  431 
Not 
reported 9-15 
Symptoms of child/adolescent 
psychiatric disorders CAPA 
 Cummins,
[33] 1999  13,454 49 14.5 Positive mental health Emotional Health scale (bespoke measure) 
 Fisher,
[34] 1999 112 46 14.82 Psychopathological behaviour CBCL 
 Wall,
[35] 2000 96 52 8-13 
Internalising and externalising 
symptoms CBCL 
 
Whitbeck,[30]  
2001   195 54 9-16 Internalising symptoms YSR 
 
Rieckmann,[36] 
2004  332 41 14-20 Depression CDI, DSM-IV, MMPI 
 Bearinger,
[37] 2005 569 48 9-15 Violence Bespoke measure 
 Newman,
[38] 2005 96 47 12-15 
Internalising symptoms, positive mental 
health SAS, SMFQ, RSE, PANAS-X, YSR, SEQ, FES 
 
La Fromboise,[39] 
2006 212 54 10-15 Positive mental health  Bespoke measure 
 Silmere,
[40] 2006  401 45 15.6 Positive mental health DIS-IV, YSR, CIS 
 Whitesell,
[41] 2006  1252 48 14-17   Self-esteem  RSE 
 Jones,
[42] 2007 137 47 14-19 Self-esteem, depression RSE, CES-D 
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 Stiffman,
[43] 2007  385 
Not 
reported 12-19 Behaviour and emotional problems YSR 
 Stiffman,
[44] 2007  401 
Not 
reported 12-19 Depression, conduct disorder YSR, CIS 
 Scott,
[45] 2008 112 53 13-19 Depressive symptoms IDD 
 Hamill,
[46] 2009 151 54 7-12th grade Depressive symptoms CDI 
 Albright,
[47] 2010 114 47 11-15  Hopelessness HSC 
 
La Fromboise,[48] 
2010 438 46 Adolescents Hopelessness BHS 
 Galliher,
[49] 2011 137 49 14-19 Self-esteem, social functioning  CASAFS, RSE 
 Scott,
[50] 2012  198 46 5-8th grade Depressive symptoms CDI 
 
Stumblingbear-
Riddle,[51] 2012 196 42 14-18 Self esteem TECSES 
 
Mileviciute,[52] 
2013  93 51 Grades 5-8 Depressive symptoms  CDI 
 
Mileviciute,[53] 
2014  146 36 13-18 
Depressive symptoms, externalising 
problems CDI, YSR 
 
Smokowski, [54] 
2014 1358 49 13.4 
Internalising and externalising 
symptoms, self-esteem SSP, YSR, RSE 
 Bell,
[55] 2014 79 41 11-18 Depressive symptoms, self-esteem CES-DC, RSE 
 Tyser,
[56] 2014 164 47 Grades 5-12 Depressive symptoms CDI 
  Brokie,[57] 2015 132 49 15-19 Depression and PTSD symptoms BDI-IA, Short Screen for PTSD 
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US 
(mainland) 
and Canada 
Hartshorn,[58] 
2012 692 50 
10-12 at first 
wave Aggression DSM-IV  
  Whitbeck,[59] 2006 656 50 9-13 Childhood mental disorders DISC-R 
Canada       
 Mykota,
[60] 2006 480 51 6-18 Psychosocial functioning BRP-2 
 Flanagan,
[61] 2011 65 58 11-19 
Internalising and externalising 
symptoms T-CRS, CDI, RCMAS-2, peer report 
 Lemstra,
[62] 2011  204 44 5-8 grade Depressed mood CES-D 
 Lemstra,
[63] 2011  204 44 10-16 Depressed mood CES-D 
 Ames,
[64] 2013 283 48 12 Depressive symptoms, self-esteem CES-D, SDQ-2 
  Kaspar,[65] 2013  12,366 51 6-14 Psychological or nervous difficulties Clinical diagnosis 
Australia       
 Silburn,
[66] 2007 1073 
Not 
reported 12-17 
Clinically significant emotional and 
behavioural problems SDQ 
 Priest,
[67] 2011 345 47 16-20 Social and emotional wellbeing Strong Souls Survey 
 Zubrick,
[68] 2011 5289 
Not 
reported 0-17 
Clinically significant emotional and 
behavioural problems SDQ 
 Shepherd,
[69] 2012 3993 51 4-17 
Clinically significant emotional and 
behavioural difficulties  SDQ 
 Askew,
[70] 2013 344 52 7.3 Child's behaviour Parent report 
 Hopkins,
[71] 2013 674 50 12-17 
Clinically significant emotional and 
behavioural difficulties  SDQ 
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  Hopkins,[24] 2014   1021 50 12-17 
Clinically significant emotional and 
behavioural difficulties SDQ 
Hawaii       
 Makini,
[72] 1996 1819 45 
Grades 9 to 
12 
Internalising and externalising 
symptoms CES-D, STAI, BADS 
 Goebert,
[73] 2000 2634 
Not 
reported 
Grades 9 to 
12 
Internalising and externalising 
symptoms CES-D, STAI, BADS  
 Carlton,
[74] 2006 1173 46 Grades 9-12 
Internalising and externalising 
symptoms CES-D, STAI, BADS  
  
Hishinuma,[75] 
2012 3189 46 Grades 9-12 Depression CES-D 
BADS=Braver Aggression Detection Scale, BDI-IA=amended Beck Depression Inventory, BHS=Beck Hopelessness Scale, BRP-2=Behaviour Rating Profile-2nd Edition, 
CAPA=Child and Adolescent Psychiatric Assessment, CASAFS=Child and Adolescent Social and Adaptive Functioning Scale, CBCL=Child Behaviour Checklist, 
CDI=Children's Depression Inventory, CES-D=Centre for Epidemiology Studies-Depression, CIS=Columbia Impairment Scale, DBD=Disruptive Behaviour Disorders Rating 
Scale, DIS-IV=National Institute for Mental Health Diagnostic Interview Schedule, DISC-R=Diagnostic Interview Schedule for Children-Revised, DSM-IV=Diagnostic and 
Statistical Manual of Mental Disorders-Fourth Edition, FES=Family Environment Scale, HSC=The Hopelessness Scale for Children, IDD=Inventory to Diagnose 
Depression, MMPI=Minnesota Multiphasic Personality Inventory, PANAS-X=Positive and Negative Affect Schedule, RCMAS-2=Revised Children's Manifest Anxiety Scale 
Second Edition, RSE=Rosenberg Self-Esteem Scale, SAS-A=Social Anxiety Scale for Adolescents, SDQ=Strengths and Difficulties Questionnaire, SDQ-2=Marsh's Self-
Description Questionnaire II, SEQ=Social Experiences Questionnaire, SMFQ=Short Mood and Feelings Questionnaire, SSP=School Success Profile, STAI=Spielberger 
State-Trait Anxiety Inventory, T-CRS=Teacher-Child Rating Scale, TECSES=Tri-Ethnic Center's Self Esteem Scale, YSR=Youth Self-Report 
 
Chapter 2 
97 
 
2.5.2 Study quality assessment 
Figure 2.2 presents the results of the Newcastle-Ottawa scale assessment. Scores ranged 
from 4 to 10 (median: 7). 12 papers (26%) were judged to have low risk of bias, 21 
papers (45%) were judged to have medium risk of bias, and 14 papers (30%) were 
judged to have high risk of bias. 23 papers (49%) failed to report information regarding 
non-respondents or reported a response rate that was less than 75%, 37 papers (79%) 
failed to control for age and gender, and/or any socioeconomic variables, though most 
papers (36, 77%) controlled for at least one other variable, 14 papers (30%) used 
measures of mental health that were not culturally validated. 
 
Figure 2.2 Risk of bias 
2.5.3 Evidence of effectiveness 
Tables 2.2, 2.3, and 2.4 present the GRADE evidence profile for individual, family and 
community level domains.  
Figures 2.3, 2.4 and 2.5 show the number of studies that measured each individual, 
family, and community-level domain’s association with mental health, respectively, and 
the proportion of studies, within each domain, associated with good mental health, poor 
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mental health, or those that showed a negligible or inconsistent association. Five papers 
from Australia used data from same large-scale study, (Western Australian Aboriginal 
Child Health Survey),24,66,68,69,71 two papers from the US (mainland) used data from the 
same study (Great Smokey Mountains Study),31,32 and two papers from Hawaii used data 
from the same study (Native Hawaiian Mental Health Research Development 
Program).73,74 To avoid overinflating the number of associations, these papers were 
treated as a single study when they measured the same domain.  
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Table 2.2 GRADE evidence profile for individual-level domains 
Domain 
Number of 
studies  Risk of bias Inconsistency Effect size Quality Comments 
Optimism  7 
No serious 
risk 
No serious 
inconsistency 
Small-
medium Moderate Rated up due to control of confounding factors 
Positive attitudes 
towards school 5 
No serious 
risk 
No serious 
inconsistency 
Small-
medium Low Studies from the US (mainland) only 
Self-efficacy 4 
No serious 
risk 
No serious 
inconsistency 
Small-
medium Moderate 
Rated up due to control of confounding factors 
Studies from the US (mainland) only 
Self-esteem 9 
No serious 
risk 
No serious 
inconsistency Small-large Moderate 
Rated up due to evidence of a dose-gradient 
effect   
Identification with 
White culture 6 
No serious 
risk 
No serious 
inconsistency 
Negligible-
Small Low Studies from the US (mainland) only 
Scholastic ability 8 
No serious 
risk 
Serious 
inconsistency Inconsistent Very low Rated down due to inconsistent findings 
Identification with 
Indigenous culture 20 
No serious 
risk 
Serious 
inconsistency Inconsistent Very low Rated down due to inconsistent findings  
Substance use  9 
No serious 
risk 
No serious 
inconsistency Small-Large Moderate Rated up due to control of confounding factors 
Externalising 7 
Serious risk of 
bias 
No serious 
inconsistency Medium Very low Rated down due to serious risk of bias 
Internalising 7 
No serious 
risk 
No serious 
inconsistency 
Medium-
Large Moderate Rated up due to medium-large effect sizes 
Adverse events 8 
No serious 
risk 
No serious 
inconsistency Medium-large High 
Rated up due to medium-large effect sizes, a 
dose-gradient effect and satisfactory control of 
confounding factors 
GRADE=Grades of Recommendation, Assessment, Development, and Evaluation 
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Table 2.3 GRADE evidence profile for family-level domains 
Domain 
Number of 
studies  Risk of bias Inconsistency Effect size Quality Comments 
Family cohesion 
(positive) 12 
No serious 
risk 
No serious 
inconsistency Small-large Moderate 
Rated up due to evidence of a dose-
gradient effect 
Low family SES 8 
No serious 
risk 
Serious 
inconsistency Inconsistent Very low Rated down due to inconsistent findings 
Atypical family 
structure 6 
No serious 
risk 
No serious 
inconsistency 
Negligible-
small  Moderate 
Rated up due to control of confounding 
factors 
Caregiver mental 
health/behaviour 
(negative) 8 
No serious 
risk 
No serious 
inconsistency Small-large Moderate 
Rated up due to control of confounding 
factors 
Family cohesion 
(negative) 6 
No serious 
risk 
No serious 
inconsistency 
Medium-
large High 
Rated up due to medium-large effect 
sizes and a dose-gradient effect  
GRADE=Grades of Recommendation Assessment, Development and Evaluation, SES=Socioeconomic Status 
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Table 2.4 GRADE evidence profile for community-level domains 
Domain 
Number of 
studies  Risk of bias Inconsistency Effect size Quality Comments 
Peer support  5 
No serious 
risk 
No serious 
inconsistency 
Small-
Medium Low   
Community cohesion 
(negative) 4 
No serious 
risk 
Serious 
inconsistency 
Negligible-
Large Very low 
Rated down due to inconsistent findings 
Studies from US (mainland) and Canada only 
Discrimination 8 
No serious 
risk 
No serious 
inconsistency 
Small-
Medium Moderate Rated up due control of confounding variables 
Bullying 4 
No serious 
risk 
No serious 
inconsistency Small-Large Low Studies from US (mainland) and Canada only 
GRADE=Grades of Recommendation Assessment, Development and Evaluation 
  
Chapter 2 
102 
 
Individual-level domains 
Optimism:  Optimism was associated with better mental health outcomes in all studies 
(7/7) that measured this domain.36,37,52,54,56,64,74 Optimism was negatively associated 
with internalising symptoms in all six studies that measure this outcome.  
Positive attitudes towards school: Positive attitudes towards school were consistently 
associated with better mental health outcomes in all studies (5/5) that measured this 
domain.33,37,42,44,51 This domain was only assessed in studies conducted in the US 
(mainland). 
Self-efficacy: Self-efficacy was associated with good mental health in all studies (4/4) 
that measured this domain.45,50,53,56 Using a cross-sequential longitudinal design one 
study found increases in self-efficacy predicted decreases in depressive symptoms over a 
three-year period.50 This domain was only assessed in studies conducted in the US 
(mainland). 
Self-esteem:  High self-esteem was associated with better mental health outcomes in 
7/9 (78%) of the studies that measured this domain.24,33,38,42,54,62,64 One study of 
Aboriginal Australian children showed a dose-gradient effect linking higher levels of self-
esteem to greater odds of positive psychosocial functioning.24 Medium to high negative 
correlations between self-esteem and depressive symptoms were reported (correlation 
coefficients ranged from -.26 to -.71). 
Identification with White culture: Greater identification with White culture was 
significantly associated with better mental health outcomes in 4/6 (67%) studies.42,47-49 
This domain was only assessed in studies conducted in the US (mainland). 
Scholastic ability: Greater scholastic ability was significantly associated with better 
mental health outcomes in 4/8 (50%) studies,51,56,60,74 however this domain’s 
relationship with mental health was inconsistent with one study showing that higher 
GPA was significantly associated with increased depressive symptoms.46 The highest 
quality study, a cohort-sequential design, provided evidence that depression negatively 
affects scholastic ability, not the other way around.75 
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Identification with Indigenous culture: Children’s identification with their own 
Indigenous culture was found to be significantly associated with better mental health 
outcomes in 10/20 (50%) studies.36,38,39,42,48,49,51,54,56,61 Conversely, two studies 
conducted in the US (mainland) and Hawaii found this domain to be associated with 
poor mental health.44,74  Identification with Indigenous culture appeared more strongly 
associated with measures of positive mental health (i.e. self-esteem, significantly 
associated in 6/9 studies) than measures of negative mental health (significantly 
negatively associated in 5/14 studies).  
Substance use:  Substance use was associated with poorer mental health in 8/9 (88.9%) 
studies.30,32,37,42,43,53,67,72 Substance use was consistently associated with externalising 
and global measures of poor mental health (5/5 studies)32,37,43,53,67, but was less 
consistently associated with depressive symptoms (4/8 studies).30,42,67,72  
Externalising:  All studies (7/7) that measured externalising symptoms found a positive 
association between this domain and other negative mental health 
outcomes.30,38,42,53,58,61,72 Externalising symptoms were associated with symptoms of 
depression in 5/5 studies, 30,38,42,53,72 with other symptoms of externalising in 2/2 
studies,58,61 and negatively associated with positive mental health in 1/2 studies.42 The 
evidence for externalising was rated down due to 4/7 (57%) studies having a high risk of 
bias.38,53,61,72  
Internalising:  All studies (7/7) that measured internalising symptoms found a positive 
association between this domain and other negative mental health 
outcomes.30,33,37,43,53,64,72 Internalising symptoms were associated with symptoms of 
externalising symptoms in 3/3 studies,37,53,72 with global measures of poor mental health 
in 2/2 studies,33,43 with other internalising symptoms in 2/2 studies,30,72 and were 
negatively associated with positive mental health in one study.64  
Adverse events: Children’s experience of adverse events was associated with poorer 
mental health in all (9/9) papers that measured this domain.34,40,43,52,57,62,66,68,70 Two 
papers used data from the same study,66,68 therefore, 8/8 studies were ultimately 
recorded as showing an association between adverse events and mental health. The 
evidence linking adverse events and negative mental health included large effect sizes 
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(maximum odds ratio: 8.9; Cohen’s d: 1.55), and two studies that reported a dose-
gradient response between the number of adversities and prevalence of poor mental 
health.57,66 
Figure 2.3 Individual-level associations 
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Figure 2.5 Community-level associations 
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therefore, 2/6 (33%) studies were ultimately recorded as showing an association 
between atypical family structure and poor mental health.  
Caregiver’s mental health/behaviour (negative): This domain was associated with poor 
mental health outcomes in 9/10 papers.24,31,35,37,57,59,66,71,73 Three papers used data from 
the same study,24,66,71 therefore, 7/8 (88%) studies were recorded as showing an 
association between caregiver’s negative mental health or behaviour and children’s 
mental health. Violence between caregivers, and caregiver’s anti-social behaviour 
produced the strongest association with poor mental health (bivariate odds ratios: 5.6 
and 7.1, respectively).37,57 
Family cohesion (negative): Negative family cohesion was associated with poor mental 
health in 7/7papers.38,40,43,57,62,66,71 Two papers used data from the same study,66,71 
therefore, 6/6 studies were recorded as showing an association between this domain 
and poor mental health. Effect sizes were medium to large in all studies that reported 
them (one study did not report effect sizes40). Children who stated that they rarely had 
someone who showed them love and affection62 or who reported more family conflict38 
showed the strongest associations with poor mental health (odds ratio: 4.8, correlation 
coefficient: .55, respectively).   
Community-level domains 
Peer support: All studies (5/5) that investigated peer support found an association 
between this domain and better mental health outcomes.37,38,51,65,71  
Community cohesion (negative): Negative community cohesion was associated with poor 
mental health in 2/4 (50%) studies.40,43 Only studies from the US (mainland) and Canada 
assessed this domain. 
Discrimination: Discrimination was observed to be associated with poor mental health in 
8/9 papers.24,30,39,40,49,57,58,67. Two papers used data from the same study,24,67 therefore, 
7/8 (88%) studies were recorded as showing an association between discrimination and 
mental health. Using an auto-regressive cross-lagged path design, a study of Native 
American and Canadian Indigenous groups concluded that discrimination caused 
subsequent aggression and not the other way around.58  
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Bullying: Bullying was associated with poor mental health in 4/4 papers.38,55,62,63 Only 
studies from US (mainland) and Canada assessed this domain. 
Resilience 
Five studies provided a quantitative measure of both adversity and mental health, 
meeting the inclusion criteria for ‘resilience’. These included one Australian, one 
Hawaiian, and three studies from the US (Mainland).24,39,49,52,73  
Of the three studies conducted with Native American youths, resilient mental health was 
significantly associated with identification with Indigenous culture, maternal warmth, 
not experiencing discrimination, optimistic explanatory styles, and identification with 
White culture (females only).39,49,52 One Australian study found resilient Aboriginal 
youths were more likely to have higher self-esteem, be less likely to be involved in fights, 
have a prosocial friend, and be less likely to live in the top 50% of neighbourhoods, as 
rated by an index of neighbourhood SES.24 Identification with Aboriginal culture was not 
found to be significantly related to resilience in this study. A study of Hawaiian youths 
found that family support lessened the likelihood of internalising symptoms in children 
experiencing multiple family adversities.73 
2.6 Discussion  
Any discussion of Indigenous disadvantage must first acknowledge the longstanding 
inequalities many Indigenous people continue to face, and the subsequent influence this 
can have on all aspects of their lives.76 Within this context, many risk factors may also be 
considered as downstream effects of historical trauma. 
Moderate to high level evidence exists for associations between a number of 
psychosocial domains and the mental health of Indigenous children living in high income 
countries. Of these, domains associated with better mental health outcomes included: 
children’s positive cohesion with their family, higher self-efficacy, self-esteem and 
optimism. Domains associated with poorer mental health outcomes included: 
caregiver’s negative mental health/behaviour, discrimination, co-morbid internalising 
symptoms, and substance use. The highest quality evidence indicated that negative 
family cohesion and children’s experiences of adversity predicted poorer mental health, 
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with both domains consistently producing medium to large effect sizes. Studies focused 
on adolescents, and predominantly measured symptoms of poor mental health. Despite 
a growing body of work in this area, the amount of research that investigates the 
aetiology of Indigenous children’s mental health appears small relative to need.    
The association between children’s identification with their Indigenous culture and 
mental health was the most commonly assessed association, reflecting the importance 
that community-led research and Indigenous mental health initiatives place on this 
relationship.77-79 This domain generally predicted better mental health outcomes 
however evidence for this association was inconsistent. Children’s identification with 
their Indigenous culture was seen to be a factor that promoted resilient mental health in 
a sample of American Indian children,39 indicating that cultural identification may be a 
protective factor when adversity is present, however this finding was not replicated in 
Australian Aboriginal children.24 Differences in the way cultural constructs are 
operationalized, and difficulties measuring this construct have been previously reported 
and may account for the heterogeneous findings.80,81 Research that can identify the 
specific processes that allow Indigenous children’s identification with their culture and 
with White culture to protect against poor mental health is suggested as an area for 
more detailed investigation.  
In contrast, relationships between individual-level psychological factors and mental 
health outcomes appeared more stable, indicating the importance of fostering 
optimistic attitudes, self-esteem and self-efficacy in Indigenous young people. These 
results suggest that community initiatives that seek to empower Indigenous children are 
likely to prevent some occurrences of poor mental health.  
Our results are consistent with findings from non-Indigenous research that show the 
important influence the familial environment has on children’s mental health.82-85 Of the 
18 studies that measured family cohesion, 17 were judged to provide evidence for an 
association with mental health, including medium to large effect sizes reported in 
studies from all regions. Moreover, our results illustrate the clear correlation family 
cohesion has with mental health outcomes: positive cohesion predicted better mental 
health, whereas negative cohesion predicted worse mental health. Negative caregiver 
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behaviour, such as criminal activity or the presence of domestic violence and poor 
mental health was also robustly associated with poorer mental health outcomes in 
children, as was the domain ‘adverse events’, which often included adversities that were 
directly related to parent’s behaviour (e.g. neglect). Taken together, these results 
provide strong evidence that the quality of familial relationships and the presence of 
stable, supportive family environments are highly predictive of the mental health of 
Indigenous children.  
Low family SES and atypical family structures appeared less consistently associated with 
mental health. There is a large body of evidence that shows SES is linked to children’s 
mental health in non-Indigenous populations.86-88 While the results provide some 
evidence in support of this research, socioeconomic and family structure factors do not 
appear to be as reliable predictors of mental health as the types of relationships and 
stability caregivers are able to provide for Indigenous children. It is possible that limited 
variation in Indigenous family’s SES, due to ongoing disadvantage, reduced the strength 
of associations with mental health, resulting in negligible or weak associations. 
Additionally, variation in the way SES variables were measured may also account for 
inconsistencies in the results. 
At the community level, experiences of discrimination were consistently associated with 
poor mental health, including evidence from a longitudinal study that suggested a causal 
relationship with aggressive behaviour,58 however, effect sizes were small to medium. 
This magnitude of effect is consistent with a recent meta-analysis that found an overall 
zero-order correlation of -.20 (95% CI: -.22 to -.17) between perceived discrimination 
(predominantly racial) and mental health in adults.89 We note that the effect sizes 
reported in this review refer only to explicit discrimination and are not necessarily 
reflective of the impact of implicit discriminatory attitudes/behaviours, as well as the 
historical effects of systemic racism.90  
Despite the growing call from Indigenous groups for more strengths-based research,91,92 
we found that a comparatively small amount of studies measured positive mental health 
outcomes, including studies that were specifically designed to assess resilience. Of 
these, significant associations were identified at the individual, family and community 
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level, supporting common theoretical frameworks that define resilience as a 
combination of proximal and distal influences.93 ‘Positive family cohesion’ was the only 
domain significantly associated with resilience in more than one study.  
This review contains a number of limitations. The heterogeneous manner in which both 
independent and dependent variables were conceptualised and measured prevented a 
more fine-grained analysis from being performed, and meant qualitative judgements of 
quantitative data were employed, potentially introducing bias. This review is vulnerable 
to publication bias that may result in an overestimate of the number of studies that 
show significant associations between psychosocial variables and mental health. Most 
studies were cross-sectional and therefore the results may not be indicative of causal 
relationships; it is also possible that a bi-directional or reverse causation process may 
underlie associations. Given similarities between the samples (e.g. socioeconomic 
status), and that much of the data was self-report, this review may also incur common 
method bias. Using statistical significance as a primary indicator of an association is 
problematic as studies that use large samples or employed multiple comparisons are 
more likely to report significant results. It is therefore likely that this method increased 
the chance of making a type I error and potentially contributed to a ‘best case’ scenario 
for detecting associations. Further, we acknowledge that the reliance on arbitrary p 
value thresholds has been widely criticised.94,95 We believe the inclusion of the GRADE 
evidence table and reporting effect sizes help to provide a more thorough description of 
associations that is not based on p values alone. Most studies were conducted in the US 
(mainland) restricting the generalizability of some domains to other Indigenous groups, 
similarly some domains were only measured in a small number of studies, this is most 
notable at the community level. Finally, it is possible that Western ideas and measures 
of psychopathology do not adequately map onto Indigenous concepts of mental 
health.96 Given that the majority of studies used culturally validated measurement tools 
(measuring both risk/protective factors and mental health outcomes) we are confident 
that Indigenous concepts of mental health were, for the most part, adequately 
measured.  
This review highlights several important implications for policy makers, clinicians and 
Indigenous health researchers. Indigenous children’s family environment appeared a 
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strong universal risk or protective factor for mental health outcomes and comprises a 
clear target for greater initiatives to promote mental health. Indigenous parents face a 
number of well-documented stressors that can lead to poor family environments.97,98 
Further, they face significant cultural and socioeconomic barriers that can prevent them 
from seeking and receiving adequate health services.99,100 While there are programs in 
place to support caregivers of Indigenous children, such as the Aboriginal Child, Youth 
and Family Strategy,101 Brighter Futures,102 and the Child Youth and Family Support 
(CYFS) program,103 given the high rates of mental health challenges amongst Aboriginal 
adults, more needs to be done to enable caregiver’s provision of positive, stable 
parenting for their children in safe, supportive family environments. This review also 
supports initiatives that seek to foster positive psychological attributes such as children’s 
self-esteem, and aim to reduce the incidence of substance use and experiences of 
discrimination. We identified only three studies that employed research methodologies 
specifically designed to assess the direction of causality.50,58,75 While study designs of this 
type often require greater resources to conduct, more research designed to assess 
causality can provide a richer understanding of the aetiology of Indigenous mental 
health that can, in turn, aid the construction of effective mental health initiatives. 
Large disparities between Indigenous and non-Indigenous health are unacceptable in 
high income countries that have both the resources and the responsibility to address 
this inequality. The results of this review emphasise important individual, family and 
community level factors that comprise potential targets for health interventions. In 
particular, the strong evidence linking positive familial relationships and environments 
to better mental health outcomes support the design and implementation of more 
initiatives to strengthen Indigenous families. However, the lack of Indigenous mental 
health research, including the small number of longitudinal designs and strength-based 
research does not appear commensurate with the research and health needs of 
Indigenous communities. Given the disproportionately high rates of Indigenous mental 
health disorders and youth suicide, there is an urgent need to address this research gap 
and develop more evidence-based strategies to reduce the burden of poor mental 
health for Indigenous children and their families. 
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3.1 Chapter introduction 
As identified in Chapter 2, Indigenous children face a number of adversities that can 
negatively impact their mental health. Conversely, protective factors such a positive 
family cohesion are seen to be associated with good mental health and resilience. The 
investigation into factors that influence health and wellbeing is continued in this chapter 
with a focus on childhood resilience in urban Australian Aboriginal children. The results 
from semi-structured interviews with Aboriginal health professionals and community 
members are presented. Participants describe their perspectives of childhood resilience, 
factors that are thought to enhance resilience, and potential strategies for initiatives 
that can build resilience.  
The material presented in this chapter has been published as: Young C, Tong A, Nixon J, 
Fernando P, Kalucy D, Sherriff S, Clapham K, Craig JC, Williamson A. Perspectives on 
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childhood resilience among the Aboriginal community: an interview study. Aust N Z J 
Public Health. 2017;41:405-10. Chapter 3 is structured as per the journal article. 
3.1.1 Authors' contributions 
CY, KC, JC and AW conceptualised the study. CY, AT, KC, JC and AW contributed to the 
questionnaire design. CY, JN and PF carried out the data collection. CY, JN, DK and SS, 
coded the data. CY, AT, JN, DK and SS conducted the analysis. CY drafted the manuscript. 
All authors interpreted the results and reviewed, revised and approved the final version 
of the manuscript.  
3.2 Abstract 
3.2.1 Objective 
To describe the perspectives of Aboriginal adults from three urban communities on the 
outcomes and origins of resilience among Aboriginal children. 
3.2.2 Methods 
Face-to-face interviews were conducted with 36 Aboriginal adults (15 health service 
professionals, 8 youth workers and 13 community members) at two urban and one 
regional Aboriginal Community Controlled Health Service in New South Wales. 
Interviews were transcribed and analysed thematically. 
3.2.3 Results 
We identified six themes: withstanding risk (displaying normative development, 
possessing inner fortitude), adapting to adversity (necessary endurance, masking inner 
vulnerabilities), positive social influences (secure family environments, role modelling 
healthy behaviours and relationships), instilling cultural identity  (investing in Aboriginal 
knowledge, building a strong cultural self-concept), community safeguards (offering 
strategic sustainable services, holistic support, shared responsibility, providing enriching 
opportunities), and personal empowerment (awareness of positive pathways, 
developing self-respect, fostering positive decision making). 
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3.2.4 Conclusions 
Community members believed that resilient Aboriginal children possessed the 
knowledge and self-belief that encouraged positive decision-making despite challenging 
circumstances. A strong sense of cultural identity and safe, stable and supportive family 
environments were thought to promote resilient behaviours.  
3.3 Introduction 
Most Australian Aboriginal children have good mental health and demonstrate positive 
social and emotional behaviour. However, many are exposed to a number of adversities 
that have been attributed to the downstream effects of European colonisation.1-3 
Childhood adversities increase the risk of negative health and social outcomes which can 
contribute to longstanding mental and physical health ‘gaps’ between Aboriginal and 
non-Aboriginal people.4 In particular, urgent attention is required to develop strategies 
to reduce the high rates of suicidal ideation and completion currently seen in Aboriginal 
youths.5  
Despite these challenges many Aboriginal children are resilient and show remarkable 
adaption during difficult circumstances.6 Both seminal and current resilience literature 
describe resilience in terms of a contextual and dynamic process that leads to positive 
adaptation in the presence of significant adversity.7,8 In Australia, research has identified 
risk and protective factors that influence Aboriginal children’s health,9-11 however few 
studies specifically investigate resilience. Two recent quantitative studies associate 
resilience with higher self-esteem, prosocial friendships, self-regulation, low community 
socio-economic status, and the good physical health of children.6,12 Qualitative research 
investigating Australian Aboriginal children’s resilience indicates the importance of 
empowerment and cultural pride in building resilience.13,14 Qualitative research provides 
a number of unique contributions to the study of resilience within Aboriginal 
communities. These include, empowering the voices of Aboriginal people, avoiding a 
limited selection of risk and outcome variables, and gaining a deeper understanding of 
the processes that contribute to resilience within appropriate sociocultural settings.15   
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Given the adversity Aboriginal communities are known to face, a better understanding 
of what helps Aboriginal children do well can help to provide an evidence base for 
initiatives that enhance childhood resilience and reduce negative mental health 
outcomes. Currently, our understanding of how Aboriginal communities view childhood 
resilience is limited. The aim of this study is to describe the perspectives of members of 
urban and regional Aboriginal communities on childhood resilience. The results may be 
used to inform programs with the potential to improve mental health outcomes for 
Aboriginal children.  
3.4 Methods 
We used the Consolidated Criteria for Reporting Qualitative Studies (COREQ) to inform 
the design and reporting of this study.16 
3.4.1 Participants 
Participants 18 years and older were recruited from two urban and one regional 
Aboriginal Community Controlled Health Service (ACCHS) in New South Wales who 
participate in the Study of Environment on Aboriginal Resilience and Child Health 
(SEARCH).17 We used purposive sampling to include Aboriginal adults from a wide range 
of ages who were key informants (i.e. people with experience working with, or who 
were caregivers of, Aboriginal children).  Members of the research team first met with 
ACCHS staff who were known to each other through their participation in SEARCH. Using 
the knowledge that ACCHSs have of their community, staff compiled a list of potential 
participants who they felt could offer useful insights into childhood resilience based on 
their experience working with or raising children, or from their own experiences of 
resilience. These included ACCHS staff members and members of the local Aboriginal 
community. Participants were recruited via telephone or asked in person by the ACCHS 
staff. Ethics approval for this study was provided by the Aboriginal Health and Medical 
Research Council (1065/15). 
3.4.2 Data collection 
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We developed an interview guide based on the resilience literature and discussion with 
the research team (Appendix B.1). Semi-structured interviews were conducted face-to-
face at the ACCHS between October and December 2015. Interviews took place within 
quiet, private meeting or office rooms at each ACCHS to encourage open discussion. One 
participant was interviewed by phone. C.Y conducted all the interviews with an 
Aboriginal researcher (J.N or P.F) who were present to ensure the accurate 
interpretation of participant responses and to guide the line of questioning where 
necessary. Participants were told that the study was being conducted in order to gather 
Aboriginal people’s perspectives on childhood resilience. As previously noted, resilience 
is defined by positive adaption in the presence of adversity. In this study, resilience was 
operationalised by asking participants to share their perspectives on children who were 
‘doing well, despite problems they may face’. Questions focused on participant’s 
description of children’s positive adaption and common adversities, factors that helped 
themselves to be resilient during childhood, factors they believed helped children in 
their community to be resilient, and ideas for initiatives that could build resilience. 
Participation was voluntary and all participants provided written, informed consent. 
Recruitment ceased when data saturation was reached. Interviews were audio-recorded 
and transcribed verbatim. One interview was recorded using field notes only (at the 
request of the participant). 
3.4.3 Data analysis 
We used thematic analysis to analyse the data. Four researchers (CY, JN, SS, and DK), 
trained in qualitative research methods, independently read the transcripts and coded 
the data to inductively identify emerging themes. The researchers met regularly to 
discuss their coding choices, develop a coding structure and produce preliminary 
themes. The first author (CY) imported the themes into HyperRESEARCH (version 3.5.2; 
Research-ware Inc.) and coded all the transcripts. CY also identified conceptual links 
among themes and developed the thematic schema. The authors reviewed the coding 
choices and provided feedback on the draft themes and schema until an agreement 
regarding the final version of each was reached. We sent a summary of the preliminary 
findings to participants (via email or post) to obtain feedback over a two-week 
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timeframe; one participant responded, and their feedback was incorporated into the 
final analysis.  
3.5 Results 
Of the 43 people invited to take part, 36 (84%) participated: 15 health service 
professionals, 8 youth workers and 13 community members (Table 3.1).  
Table 3.1 Participant characteristics (N=36) 
Table 1. Participant characteristics (N=36) 
Characteristic n (%) 
Gender  
   Male 12 (33) 
   Female 24 (67) 
Age (years)  
   18-24 8 (22) 
   25-34 5 (14) 
   35-44 8 (22) 
   45-54 9 (25) 
   55-64 3 (8) 
   65+ 3 (8) 
Occupation  
   1Health services 
professional 
15 (42) 
   Aboriginal youth worker 8 (22) 
   Administration 3 (8) 
   Early childcare 2 (6) 
   Pensioner 5 (14) 
   Unemployed 1 (3) 
   Other 2 (6) 
Highest level of education  
   Primary School 1 (3) 
   High School 6 (17) 
   2HSC (or equivalent) 8 (22) 
   Diploma 13 (36) 
   University degree 7 (19) 
   Not reported 1 (3) 
1Aboriginal health, mental health and aged 
care workers; health service managers 
2HSC: Higher School Certificate 
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Those who declined to participate did so due to conflicting appointments. Six 
participants were known to the researchers through previous participation in SEARCH 
sub-studies. The average duration of interviews was 24 minutes (range: 8 to 48 
minutes).  
We identified six themes: withstanding risk, adapting to adversity, positive social 
influences, instilling cultural identity, community safeguards, and personal 
empowerment. Themes and subthemes are described below. Illustrative quotes are 
available in Appendix B.2. 
3.5.1 Qualitative themes 
Withstanding risk  
Displaying normative development  
Most participants believed that childhood adversities such as negative family cohesion, 
discrimination and poor parental mental health, threatened normal development; they 
felt resilient children were more likely to resist these threats and meet positive social 
and educational milestones. As such, children who experienced adversity, but who were 
able to show empathy, take pride in their appearance, show respect for themselves and 
others, maintain prosocial relationships, regularly attend school and value education 
were believed to be resilient. Participants acknowledged the challenges Aboriginal 
communities face regarding youth substance use, consequently they believed that being 
drug and alcohol-free was an important indicator of resilience in older children. 
Possessing inner fortitude 
Some participants described resilience as an inexplicable ‘inner strength’ that allowed 
children to endure incredible adversity and still show positive outcomes. While some felt 
this ability could be fostered through social support, cultural knowledge and self-belief, 
others believed this ability was “just in them”. Children with inner fortitude 
demonstrated a strong work ethic and determination to achieve their goals. They were 
thought to cope better with stress, adapt to difficult situations, and have effective 
strategies for managing their emotions. Some participants who had been raised in 
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difficult circumstances felt the experience of being raised in dysfunctional family 
environments could serve as a catalyst for these children to eschew negative behaviours 
and lead more resilient lives. 
Adapting to adversity 
Necessary endurance  
Aboriginal children were believed to face significant levels of adversity (such as 
discrimination, the effects of intergenerational trauma and disruptive home 
environments) that could increase the chances of risky behaviours and derail positive 
outcomes. Because of this elevated threat, some participants viewed Aboriginal 
children’s resilience as more of a “necessity, rather than a strength”. Participants felt 
non-Aboriginal people were often less aware of the amount of resilience Aboriginal 
children possessed. They thought that many Aboriginal children were fighting hard just 
to lead normal lives and, consequentially, children’s ability to achieve their full potential 
was likely to be compromised.   
Masking inner vulnerabilities  
Some participants felt that for Aboriginal children to ‘fit in’, they would often portray 
outwardly resilient behaviours that hid inner feelings of instability and the need for 
greater support from their family and community. Participants also felt some Aboriginal 
children were adept at hiding developmental issues (such as illiteracy) behind stoic 
facades; they were concerned this would lead to poorer outcomes if not identified early.  
Positive social influences 
Secure family environments 
Growing up in a safe, structured, supportive and stable family environment was believed 
to provide the necessary foundation on which resilience could be fostered in Aboriginal 
children. Participants felt resilience was cultivated through consistent parenting 
practices, firm but fair discipline, well-defined boundaries, active monitoring of 
children’s whereabouts, and children’s perception of their home as safe place. 
Substance abuse, domestic violence, financial difficulties and caregivers who were less 
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engaged in their children’s lives were seen as threats to Aboriginal children’s ability to 
develop resilience. 
Role-modelling healthy behaviour and relationships 
Participants believed that exposure to positive role models raised children’s awareness 
of their potential to lead positive lives and the strategies that could help them despite 
the challenges they might face. Conversely, they thought Aboriginal children who lacked 
these role models would be less aware of positive ways of living, and how healthy 
relationships function. Caregivers and older sibling’s values, morals and ethics were 
thought to heavily influence children’s ability to develop resilient attitudes and 
behaviours. Caregivers could also model negative behaviours that may be passed down. 
In this way participants described resilience, or the lack of resilience, as a cycle that 
propagates through generations. 
Instilling cultural identity 
Investing in Aboriginal knowledge  
Most participants believed children who were more aware of their Aboriginal heritage 
and cultural practices were more likely to be resilient. They believed it was important 
that children were aware of the history of European colonisation, the impact this has 
had, and the strength of the Aboriginal people to withstand enormous adversity. 
Children’s connection to Aboriginal culture was believed to foster a sense of belonging, 
and pride in their ancestry that could serve as a source of strength during challenging 
times. 
Building a strong cultural self-concept 
Some participants emphasised the importance of children being ‘grounded’ in their 
family, their community and their country. They felt children who had a clear, strong and 
positive concept of themselves as an Aboriginal person living in a predominantly White 
culture were more resilient to experiences of discrimination and negative stereotyping.  
Community safeguards  
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Providing strategic, sustainable services  
Community programs were believed to help foster resilience in children, and were 
thought to be crucial for children living in families where parental support was less 
consistent. Participants suggested that camps designed to teach cultural knowledge, 
homework centres, school mentors, greater availability of recreational 
facilities/activities, and places children could go if they felt unsafe at home were 
potential strategies to promote resilience. They believed children would feel more 
comfortable attending long-term community programs led by Aboriginal people and 
given in informal, outdoor settings (where possible). They felt this would provide the 
impetus for building trusting relationships that could lead to increased engagement and 
effectiveness of programs. 
Holistic services  
Given the strong influence participants believed caregivers had on their children’s 
behaviour, community programs that could enhance both caregiver’s and children’s 
resilience were desired. They felt that working with a child “in isolation” would be less 
effective if problems at home were not treated as well. Participants wanted more 
programs that could address parental mental health issues, as well teaching nurturing 
parenting techniques.  
Shared responsibility 
Some participants felt it was the responsibility of the Aboriginal community to pass on 
their knowledge and experiences of overcoming adversity to the next generation of 
Aboriginal children. They felt many community members had shown remarkable 
resilience but were not aware of opportunities to give this knowledge back. Some also 
noted personal benefits they had experienced while helping young people and felt this 
had helped them to lead more resilient lives as adults.  
Providing enriching opportunities  
Providing greater access to activities in which children could foster natural talents and 
interests, as well as channelling negative emotions, was seen as a potential method of 
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building resilience. These activities were also believed to provide opportunities that may 
be less available to some Aboriginal children, including experiences of leadership, goal-
setting and achievement that helped build self-esteem. Conversely the absence of 
available activities was seen as a major contributor to the boredom that could 
subsequently lead to delinquent and less resilient behaviour. 
Personal empowerment 
Awareness of positive pathways 
Most participants felt that children who were aware of, and valued positive outcomes in 
their future, were more likely to resist maladaptive behaviours that could jeopardise 
these outcomes. These included hopes for obtaining specific tertiary education and 
achieving employment goals once they had left school. When describing their own 
experiences participants often spoke of epiphanies. These insights led to more resilient 
behaviour by showing children their “life didn’t have to be this way”. Participants also 
thought children’s scholastic education and knowledge passed on through family and 
community members was important for advancing an awareness of positive paths 
children could follow.  
Developing self-respect 
Most participants believed self-esteem and self-efficacy fostered resilience. They 
thought children who set goals, believed they could be fulfilled, and who felt pride in 
their achievements, would persevere in the face of adversity. They felt that children who 
valued their own worth and believed “everyone was equal” were more likely to resist 
the negative effects of discrimination than children with less self-respect, who were 
more likely to believe, and internalise racial stereotyping. Resilient children were 
thought more likely to have regular access to at least one person who valued and 
believed in them, and this was thought to encourage self-respect. Participants felt the 
most important person to fulfil this role were the child’s immediate caregivers, however 
many believed that less resilient Aboriginal children lacked this type of support. In these 
instances, other family members, peers, teachers and trusted members of the Aboriginal 
community were potentially thought to fulfil this important role.  
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Fostering positive decision making 
Many participants felt the ability of Aboriginal children to lead a positive life despite 
adversity was a choice, and that resilience was the strength to choose positive over 
negative behaviours during difficult circumstances and while facing negative social 
pressures.  Participants believed that building the strength to make these choices was 
crucial for ensuring resilient outcomes. 
The thematic schema in Figure 3.1 shows conceptual links between the themes.  
Figure 3.1 Thematic schema 
 
 
Positive social influences and cultural identity were believed to promote personal 
empowerment and better decision making which, in turn, aided children’s ability to 
withstand risk. Community safeguards were thought to provide positive cultural and 
social influences in conjunction with children’s family or, more importantly, when family 
support was absent or inconsistent. Participants noted that for some children the 
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necessity of being resilient resulted in a continuous struggle that could prevent them 
from achieving higher goals or led to them to project resilient facades that hid inner 
trauma. 
3.6 Discussion  
The majority of people in the current study believe childhood resilience is the ability to 
endure adversity with minimal disruption to normal development and social functioning, 
and the strength to choose positive behaviours in the face of challenging circumstances. 
Participants made little distinction between the factors they felt promoted their own 
resilience and factors that would help children today. While some participants feel 
resilience is an innate quality, they also believe resilience could be learned, or nurtured 
through positive interactions with family and community. Resilience is thought to be 
fostered by sociocultural factors that instil a strong self-concept, connection to 
Aboriginal culture, the knowledge of positive behaviours and outcomes, and the desire 
and self-belief required to achieve these outcomes. However, resilience is not always 
viewed positively. Some participants believe that many Aboriginal children are forced to 
develop resilience due to experiences of discrimination, inconsistent or disruptive 
parenting and poverty. Others feel that some children develop resilient facades that 
hide psychological trauma, which may go unnoticed and untreated. Community 
programs that can augment positive family dynamics, or act as a potential buffer against 
negative or impoverished family environments are desired.  
Community members also emphasise the important role of individual choice in 
childhood resilience. This is not to suggest that participants believe Aboriginal children 
choose whether they do, or do not, experience trauma when exposed to adverse events. 
However, children living in at-risk circumstances are thought to be less likely to receive 
the necessary tools that enable the positive decision-making that is indicative of many 
SEARCH community member’s own definitions of resilience.  
The views presented in this study reflect observations obtained from previous 
quantitative research with Aboriginal and non-Aboriginal groups. Community members’ 
perspectives of ‘inner fortitude’ describes dispositional traits that have been associated 
with resilient children, including having an internal locus of control,18 good coping skills19 
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and ‘grit’ (perseverance for long-term goals).20  Descriptions of outwardly resilient 
children who struggle with inner anxiety have been noted in an influential study of high-
risk adolescents.21 Cultural identity,22,23 family and community support,24 and individual 
traits such as optimism and self-esteem 6,25 are also associated with resilience in the 
literature. 
Our study highlights beliefs regarding the potential impact that social challenges have on 
the decisions and behaviour of Aboriginal children. It is widely acknowledged that many 
Aboriginal children are routinely exposed to implicit and/or explicit racism and negative 
stereotyping.26,27 Within this social context, children’s decision-making processes are 
likely to be influenced by pervasive and pernicious stereotypes that can shape children’s 
beliefs about who they are, and what they are expected to achieve.28,29 Participants felt 
the availability of positive role-models, education and cultural knowledge buffer against 
these negative stereotypes and raise children’s awareness of their own potential to lead 
positive lives (e.g. potential career pathways; the possibility of living in safe, drug and 
alcohol-free environments). Further, these influences were thought to provide 
opportunities to build the self-belief and self-esteem that empower children to act on 
this information. In this way, while resilience is sometimes described as an innate or un-
learnable strength; participant’s perspectives offer insights into an underlying process of 
Aboriginal children’s resilience that is a product of their social environment and could 
potentially be enhanced through targeted community programs. 
These processes accord with social ecological theories of resilience,30 including a recent 
community program that reported remarkable outcomes when opportunities were 
provided for unemployed adolescents to set and achieve their own goals within a 
supportive and autonomous environment;13 and the results of a study involving a large 
representative sample of Western Australian Aboriginal children, which showed a 
positive relationship between levels of self-esteem and likelihood of being resilient.12 In 
keeping with these observations, community members indicated their desire for more 
programs that could educate and empower at-risk Aboriginal children, as well as 
programs that can identify risks within the family, providing support for caregivers to 
lead healthy lives and to raise healthy children.  
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In light of these findings, we offer several recommendations. Policy makers should 
consider the potential long term benefits of developing and expanding community 
initiatives that provide at-risk children and their caregivers with skills and experiences 
that foster resilience. Our findings suggest that initiatives that allow children to interact 
with and learn from positive role models, instil pride in their Aboriginal heritage and to 
set and achieve goals within a supportive environment have the potential to build the 
self-belief that encourages resilient behaviour. Similarly, more programs that offer 
support to low socioeconomic families, enable parents to address any mental health 
challenges they may be facing and encourage nurturing and effective parenting 
techniques are needed. After-school programs, extra-curricular/sporting groups, 
mentorship programs and parenting groups were all suggested as opportunities to 
engage and support Aboriginal families. Given that short-term, stop-start programs may 
be less effective and can be viewed negatively by the Aboriginal community, sustainable 
services implemented over the long-term are likely to increase participation and have a 
greater chance of success.31  
Program development should take into consideration that children and families 
experiencing multiple adversities are more likely to face greater barriers to accessing 
health services such as lack of transport, wariness and lack of parental involvement.32 
Combined with participant’s beliefs that some children hide underlying trauma behind 
resilient facades, at-risk Aboriginal children may be more difficult to identify, and thus 
receive services that promote resilience. This is particularly concerning given the 
research that links intergenerational grief and trauma, the biological cost of coping with 
stress, and the of high rates of Aboriginal youth suicide, as youths who require urgent 
care may go unnoticed and unhelped.33 Programs that can identify and provide services 
for at-risk children in school, or offer transport to local services are likely to reduce these 
barriers. Participation is likely to be greatly enhanced if health initiatives are 
implemented with input and involvement of the local ACCHSs who are trusted by the 
Aboriginal community are who are likely to play an essential role in the identification of 
at-risk children.34 
The following caveats should be considered in relation to this study. Firstly, we 
interviewed Aboriginal adults; this is a potential limitation as the perspectives reported 
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may not represent those of Aboriginal children. However, a number of young adults (18-
24 years) were included, and their perspectives were similar to the older participants. 
Secondly, we caution that the results from this study, collected in urban and regional 
areas in New South Wales, may not extrapolate to Aboriginal populations living in 
remote areas or other urban/regional areas of Australia. 
Resilience is a contextual process and, as such, differences in the way resilience is 
conceptualised may vary across cultural groups.35 Within the sociocultural context of 
this study, participants perceive Aboriginal children’s resilience as the ability to achieve 
normative social and educational milestones and to make positive choices despite 
enduring discrimination and/or family adversities. Aboriginal community members are 
clear in their belief that children who grow up in strong supportive family environments, 
who are exposed to positive role models, and who value their Aboriginal heritage are 
more likely to be resilient. Given the current health gap between Aboriginal and non-
Aboriginal Australians there is room for health services to assist, especially in 
circumstances where adversity originates from within the family. While many Aboriginal 
children are raised in supportive environments, the impact of European colonisation has 
resulted in downstream adversities that can challenge the capacities of families to 
provide this kind of care. It is therefore the responsibility of policy makers and health 
providers to make available sustainable initiatives that ensure Aboriginal children and 
families who are most at risk receive the support they need to have the best chance of 
leading healthy, resilient lives.   
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4.1  Chapter introduction 
Chapter 3 presented Aboriginal health professional and community perspectives on the 
resilience of Aboriginal children. This chapter builds upon these results by quantitatively 
assessing the relationship between five protective factors identified in the Chapter 3 and 
resilience, these are, social support, family encouragement to attend school, exercise 
and sporting activities, cultural knowledge, and the availability of recreational activities. 
This study uses adolescent data (ages 12 to 17 years) from the Study of Environment on 
Aboriginal Resilience and Child Health (SEARCH).  
The material presented in this chapter has been published as: Young C, Craig J, Clapham 
K, Williams S, Williamson A, for the SEARCH investigators. The prevalence and protective 
factors for resilience in adolescent Aboriginal Australians living in urban areas: a cross-
sectional study. Aust NZ J Public Health. 2018. 
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4.1.1 Authors’ contributions 
CY, JC, KC and AW conceptualised and designed the study. CY collated the data, 
conducted the statistical analysis and wrote the manuscript.  All authors interpreted the 
results and reviewed, revised and approved the final version of the manuscript.  
4.2 Abstract 
4.2.1 Objectives 
To quantitively estimate the prevalence and determine protective factors for resilience 
in adolescent Aboriginal people living in urban areas in Australia.    
4.2.2 Design, setting and participants 
Cross-sectional survey data was collected from 119 Aboriginal adolescents (aged 12 to 
17 years) participating in the Study of Environment on Aboriginal Resilience and Child 
Health (SEARCH). Adolescents lived in urban or large regional areas in New South Wales, 
Australia. 
4.2.3 Main outcome measures 
Resilience, defined as ‘low risk’ Strengths and Difficulties Questionnaire scores on the 
total difficulties scale (range: 0 to 40) and the prosocial scale (range: 0 to 10). 
4.2.4 Results 
Most adolescents scored in the low-risk range of the total difficulties (n=85, 73%) and 
prosocial scales (101, 86%), with 18 (16%) returning a total difficulties score in the high-
risk range. After controlling for age, gender, household income and recruitment 
location, family encouragement to attend school reduced total difficulties scores by 4.3 
points (95% CI, 0.22-8.3). Having someone to talk to if there was a problem, and regular 
strenuous exercise (including playing sports) were associated with higher scores on the 
prosocial behaviour scale, increasing scores by 1.2 (95% CI, 0.45-2.0) and 1.3 (95% CI, 
0.26-2.3) points, respectively. 
4.2.5 Conclusions 
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Most adolescent Aboriginal people in SEARCH displayed resilience. Promoting home 
environments that foster nurturing relationships and providing programs that 
incorporate sport, exercise and social support for adolescents are potentially effective 
strategies to increase adolescent resilience. 
4.3 Introduction 
Most Aboriginal adolescents grow and flourish in supportive family environments that 
enable good mental health and social development. However, for some, adolescence is 
marked by significant threats to mental health1,2 that can be caused or exacerbated by 
experiences of cultural marginalisation, discrimination and low socio-economic 
environments.3 Evidence suggests that these factors contribute to an increased risk of 
physical and mental health problems.4,5 However, most Aboriginal young people are 
resilient, that is, they show positive outcomes despite the presence of adversity.6,7 
Identifying factors that are associated with resilience during adolescence may help 
inform programs with the potential to improve wellbeing outcomes for Aboriginal young 
people. Such programs may have positive flow on effects throughout the lifespan.8 
The Study of Environment on Aboriginal Resilience and Child Health (SEARCH) is a large-
scale cohort study that seeks to identify the determinants and trajectories of health in 
urban Aboriginal children and their caregivers.9 Previous qualitative research indicated 
that SEARCH communities believed resilient Aboriginal children exhibited normative 
social and emotional development, including maintaining prosocial relationships, despite 
the presence of challenging circumstances.7 Aboriginal community members and health 
professionals believed resilience was built, in part, through the support available from 
within the family, schools and the wider community, an awareness of positive pathways, 
and the self-belief required to set and achieve desired goals. Suggested strategies to 
enhance resilience in Aboriginal children and adolescents included ensuring children 
were raised in stable, supportive families, increasing cultural knowledge, providing more 
youth activities in general, and encouraging more physical activity in particular, including 
participation in sporting and social groups. 
The aim of this study is to determine the prevalence and protective factors for resilience 
in adolescent Aboriginal people living in urban settings. The results of this study will 
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contribute towards an evidence base that may be used to develop programs to build 
resilience among Aboriginal young people.  
4.4 Methods 
4.4.1 SEARCH  
A detailed description of the SEARCH study can be found in the published protocol.9 
SEARCH is a cohort study conducted in partnership with four Aboriginal Community 
Controlled Health Services located in urban and large regional centres in NSW. Phase 
one data was collected from 2006 to 2012 and included over 1600 Aboriginal children 
(aged 0 to 17 years) and their caregivers. Caregivers of Aboriginal children were 
approached in partner Aboriginal Community Controlled Health Service (ACCHS) waiting 
rooms by an Aboriginal research officer who explained the study and provided a 
Participant Information Sheet. Eligibility criteria for parents/caregivers included being 
over 16 years old and agreeing to provide contact information to facilitate follow-up 
interviews. Caregivers gave written consent for themselves and their children to 
participate. Adolescents (aged 12 to 17 years) were also provided with a Participant 
Information Sheet and were required to give their own written consent. Survey items 
covered demographic information and measured outcomes related to socioeconomic 
status, diet, exercise, substance use, injury, housing, neighbourhood factors, social and 
emotional wellbeing, psychological distress, and health service use. Caregivers 
completed separate surveys on their own health and that of their children. Adolescents 
were given the option of completing an adolescent-specific survey that included 
additional information relating to mental health, cultural knowledge, recreational 
activities, social support, drug and alcohol use, education, juvenile justice and sexual 
health. With the exception of caregiver’s household income, only data from the 
adolescent survey was used in this study. Ethics approval was obtained by the University 
of Sydney (8506) and the Aboriginal Health and Medical Research Council (586/06). 
4.4.2 Measures 
Resilience  
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Resilience is again defined here as positive adaption in the presence of, or following, 
adversity.10 We note that adversity is not explicitly measured in this study, however a 
rationale for describing positive adaption, despite the absence of a measure of 
adversity, among study participants as resilience is provided below. 
Resilience is often measured in specific populations that are known to experience 
disproportionately high levels of adversity11,12 such that membership in that group in 
and of itself may be considered to indicate a very high probability of having experienced 
significant adversity,13,14 or by restricting quantitative analysis to participants who meet 
specific criteria for significant levels of adversity.6,15 This study uses the former 
approach. Aboriginal communities face well-documented adversities such as racism and 
socioeconomic disadvantage.16,17 There is, however, likely to be variation in the amount 
of adversity Aboriginal children are exposed to. While SEARCH operates in areas where 
the Aboriginal community exhibits many positive facets, including the availability of free 
healthcare through Aboriginal Community Controlled health Services, SEARCH 
communities are also known to experience greater disadvantage as measured by the 
Socio-Economic Indexes for Areas (SEIFA) than most other areas in Australia (SEARCH 
areas rank between the 1st - 53rd percentile of disadvantage in the nation).18 Thus, many 
Aboriginal children in this study are likely to face, or have faced, significant adversity. 
Additionally, the independent variables used in this study have been explicitly chosen 
based upon the results of Chapter 3, a qualitative interview study exploring Aboriginal 
adults’ perspectives on resilience among SEARCH children and the factors which 
promote or impede it.7 That is, this study builds upon qualitative data concerning 
Aboriginal resilience. Moreover, the use of the Strengths and Difficulties Questionnaire 
(SDQ) as a measure of positive adaption adheres to SEARCH community member’s 
description of resilience, including normative social and emotional wellbeing. Variables 
associated with children in SEARCH communities who exhibit low-risk SDQ scores are, 
therefore, potential protective factors for resilience in Aboriginal children. Further 
considerations related to this approach are outlined in the discussion. 
Protective factors 
 
 
Chapter 4 
152 
 
The term ‘protective factor’ has been defined in different ways within the resilience 
research literature.19 In the context of this study, protective factors are considered to be 
any variable that is associated with better social and emotional wellbeing outcomes. 
Five protective factors identified in previous qualitative research7 were assessed using 
SEARCH survey questions. Each of these survey questions was originally adapted from 
the Western Australian Aboriginal Child Health Survey.4 Categorical response options are 
detailed below. Participants could indicate if they were unsure or did not wish to answer 
any question(s). Some response options with comparatively few responses (≤ 5) were 
combined into a single group for subsequent analysis. 
Knowledge of Aboriginal culture was measured by the question: “How much do you 
know about Aboriginal culture and history?” Responses consisted of five categories: 
“Nothing at all”, “A little”, “Some”, “Quite a lot” or “A great deal”. 
Satisfaction with recreational activities was measured by the question: “Are you happy 
with what is available for you to do in your free time, like movies, disco, sports, and 
places to go?” Responses were grouped into four categories: “Very unhappy/A little bit 
unhappy”, “Neither happy nor unhappy”, “A little bit happy” or “Very happy”.  
Physical activity was assessed by the question: “Over the last 7 days have you exercised 
or played sport or games that made you sweat and breathe hard (e.g. basketball, 
netball, football, riding a bike, running)?” Response options consisted of three 
categories: “No”, “1-2 times” or “3+ times”. 
Family educational support was measured by the question: “How much encouragement 
do you get from your parents/family to attend school regularly?” Response options were 
grouped into three categories: “None/A little/Some”, “Quite a lot” or “Very much”.  
Social support was measured by the question: “If you had a problem, is there anyone 
you can talk to?” Response options were: “Yes” or “No”. 
Demographic variables  
Information was also collected on participant’s age, gender, which Aboriginal 
Community Controlled Health Service they attended and household income. Income was 
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measured by asking caregivers to describe their household’s income for the past two 
weeks from all sources (e.g. wages, Community Development Employment Programs 
(CDEP), pensions and study allowances). Response options were grouped into five 
categories: “$0-399”, “$400-$599”, “$600-$799”, “$800-$1999” and “$2000 and over”. 
The Strengths and Difficulties Questionnaire   
Resilience was measured using the Strengths and Weaknesses Questionnaire (SDQ).20 
The SDQ consists of 25 questions that assess five subscales related to childhood 
emotional and behavioural problems: emotional symptoms, conduct problems, 
hyperactivity, peer problems and prosocial behaviours. We used the following SDQ 
scores as proxies for resilience: the total difficulties score (the sum of the emotional 
symptoms, conduct problems, hyperactivity and peer problems subscales; range: 0 to 
40; higher scores are indicative of more difficulties), and the prosocial score (range: 0 to 
10; higher scores are indicative of more prosocial behaviour). In accordance with the 
SDQ scoring procedure for self-completed surveys, total difficulties scores were grouped 
into three categories: ‘low-risk’ (0 to 15), ‘borderline’ (16 to 19), and ‘high-risk’ (20 to 
40).21 Prosocial scores are similarly grouped: ‘low-risk’ (6 to 10), ‘borderline’ (5), and 
‘high-risk’ (0 to 4). Scores in the high-risk range indicate substantial risk of clinically 
significant behavioural or emotional problems. The SDQ has been found to be an 
acceptable measure of Aboriginal children’s social and emotional wellbeing, and to 
demonstrate adequate reliability and validity.22,23 SDQ subscales scores were only 
calculated for each participant if no more than two (of five) responses were missing per 
subscale.  
4.4.3 Statistical analysis 
We used bivariate and multiple regression analysis to determine the association 
between independent variables (i.e. the hypothesised protective factors) and resilience, 
as measured by the SDQ. Results for the SDQ total difficulties and prosocial scores are 
presented separately. Initially, independent variables were entered into a bivariate 
model. Variables significant at p < 0.2 were then entered into a second model that also 
controlled for age, gender, ACCHS location and income (omnibus p values were used for 
variables with multiple levels). To account for correlations between children within the 
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same family, regression models were conducted within the Generalised Estimating 
Equations (GEE) framework. In the multivariable models an alpha of 0.05 was used to 
indicate statistical significance. 
4.5. Results  
4.5.1 Participant characteristics 
See Table 4.1. 
Of the 241 adolescents who participated in SEARCH, 120 (50%) completed an adolescent 
survey (data for the remaining 121 participants was provided by their caregivers only). 
One participant did not provide sufficient SDQ data to calculate a total difficulties or a 
prosocial score. Therefore, 119 participants were included in the analysis. No statistically 
significant differences in age (t=.16, p=.88), gender (2=.02, p=.90) or household income 
(2=.3.15, p=.53) were detected between those who provided self-report data (and are 
thus included in the current study) and those who did not. Of the included adolescents, 
three participants did not provide sufficient data to calculate a total difficulties score, 
one participant did not provide sufficient data to calculate a prosocial score. 
Most adolescents were aged 12 to 15 (n=98, 83%), were living with their biological 
parent (99, 83%) and currently attending school (102, 87%), with 62 (52%) female. 
Almost half (41, 47%) of the adolescents whose parents provided household income 
data (87, 73%) lived in houses where the total household income was reported to be less 
than $400 per week. Most adolescents exercised or played sport ‘three or more’ times in 
the last week (64, 60%), were ‘very happy’ with local youth recreational activities (63, 
57%), had someone to talk to if there was a problem (105, 91%), had ‘some’ knowledge 
of Aboriginal culture (47, 40%), and believed their family encouraged them ‘very much’ 
to attend school (57, 50%). 
A higher proportion of participants who indicated that they had someone to talk to if 
they had a problem scored in the low-risk/borderline total difficulties category than 
those in the high-risk category (93% versus 61%).  
  
 
 
Chapter 4 
155 
 
Table 4.1   Participant characteristics  
Variable (n, %) 
Low-risk/ 
borderline total 
difficulties score 
(0-19) n=98 
High-risk total 
difficulties score 
(20-40) n=18 
Totala 
 n=119 pb 
Gender     
   Female 51 (52) 10 (56) 62 (52) 0.80 
Age     
   12-13 44 (45) 9 (50) 53 (45) 0.39 
   14-15 35 (36) 8 (44) 45 (38)  
   16-17 19 (19) 1 (6) 21 (18)  
Relationship to carer     
   Parent 83 (85) 13 (72) 99 (83) 0.16 
   Step parent 2 (2) 2 (11) 4 (3)  
   Foster parent 2 (2) 1 (6) 3 (3)  
   Other relative 11 (11) 2 (11) 13 (11)  
Still attending school      
   Yes 85 (87) 16 (89) 102 (86) 1.00 
Fortnightly household income      
   $0-$399 8 (11) 1 (7) 11 (13) 0.79 
   $400-$599 13 (19) 2 (13) 15 (17)  
   $600-$799 11 (16) 4 (27) 15 (17)  
   $800-$1999 33 (47) 8 (53) 41 (47)  
   $2000+ 5 (7) 0 (0) 5 (6)  
Knowledge of ATSI culture       
   None 11 (11) 3 (17) 14 (12) 0.75 
   A little 21 (22) 3 (17) 25 (21)  
   Some 41 (42) 6 (33) 47 (40)  
   Quite a lot 18 (19) 4 (22) 22 (19)  
   A great deal 6 (6) 2 (11) 9 (8)  
Exercise in past week      
   No 20 (22) 4 (27) 25 (23) 0.59 
   1-2 times 17 (19) 1 (7) 18 (17)  
   3 or more times 53 (59) 10 (67) 64 (60)  
Satisfaction with youth activities      
   Very unhappy/a little bit unhappy 7 (7) 4 (29) 12 (11) 0.015 
   Neutral 8 (9) 2 (14) 10 (9)  
   A little bit happy 24 (26) 0 (0) 26 (23)  
   Very happy 55 (59) 8 (57) 63 (57)  
Family encouragement to attend school     
   None/a little/some 13 (14) 4 (24) 17 (15) 0.45 
   Quite a lot 33 (34) 6 (35) 41 (36)  
   Very much 50 (52) 7 (41) 57 (50)  
Someone to talk to if there was a problem     
   Yes 91 (93) 11 (61) 105 (91) 0.028 
SDQ = Strengths and Difficulties Questionnaire, ATSI = Aboriginal or Torres Strait Islander 
aThree participants did not provide total difficulties scores, therefore numbers may not add up to totals 
bp values from Fisher's exact test statistics, %'s are based on available (non-missing) data 
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4.5.2 SDQ frequency distribution 
Figures 4.1 and 4.2 show the frequency distribution of total difficulties and prosocial 
scores, by gender. Of the participants who provided total difficulties scores, 85 (73%) 
were in the low-risk range, 13 (11%) were borderline, and 18 (16%) were in the high-risk 
range. Of the participants who provided prosocial scores, 101 (86%) were in the low-risk 
range, 7 (6%) were borderline, and 10 (8%) were in the high-risk range. 
Figure 4.1 Frequency distribution of SDQ total difficulties scores 
 
Figure 4.2 Frequency distribution of SDQ prosocial scores 
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4.5.3 Regression models 
Figures 4.3 and 4.4 show the results from the bivariate and multiple regression models 
predicting total difficulties and prosocial scores, respectively. The forest plots display the 
difference in SDQ scores (unstandardized beta coefficients, b) compared to a reference 
category, and 95% confidence intervals. Household income levels (not displayed) were 
not significant in the total difficulties or the prosocial bivariate models (omnibus 
statistics: 2 =6.2, p=0.18, and 2 =0.79, p=0.94, respectively). 
Figure 4.3 Difference in SDQ scores: total difficulties sub-scale 
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Figure 4.4 Difference in SDQ scores: prosocial sub-scale 
 
Total difficulties scale  
In the bivariate model two protective factors were significant at p < 0.2, ‘family 
encouragement to attend school’ (omnibus statistic: 2=5.72, p=0.05), and ‘someone to 
talk to if there was a problem’ (2=2.99, p=0.08). In the final model controlling for age, 
gender, ACCHS location, household income and independent variables previously 
significant at p < 0.2, family educational support was independently associated with a 
decrease in total difficulties scores. Adolescents who indicated that that their families 
“very much” encouraged them to attend school regularly scored 4.3 less points on the 
total difficulties scale than those who indicated that they received “none/a little/some” 
encouragement from their family (95% CI, 0.22-8.3, p=0.039). 
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Prosocial scale  
In the bivariate model three protective factors were significant at p < 0.2, ‘exercise in the 
past week’, (omnibus statistic: 2=3.29, p=0.19), ‘family encouragement to attend 
school’ (2=5.55, p=0.06) and ‘someone to talk to if there was a problem’ (2=5.33, 
p=0.021). In the final, multivariable, model, adolescents who exercised or played sport 
strenuously 1-2, or 3+ times per week had higher prosocial scores than those who did 
not exercise or play sport (difference in SDQ scores: 1.3, 95% CI, 0.26-2.3, p=0.014; and 
1.2, 95% CI, 0.35-2.1, p=0.006, respectively). Adolescents who had someone to talk to if 
there was a problem scored, on average, 1.2 points higher on the prosocial scale than 
adolescents who did not have someone to talk to (95% CI, 0.45-2.0, p=0.002). Compared 
to females, male adolescents scored, on average, 0.9 points lower on the prosocial scale 
(95% CI, 0.19-1.6, p=0.013). 
4.6. Discussion 
Most adolescents demonstrated resilience, with 85 (73%) scoring in the low-risk range of 
the SDQ total difficulties scale, and 101 (86%) scoring in the low-risk range of the 
prosocial scale. Greater resilience was independently associated with family 
encouragement to attend school regularly, having someone to talk to if there was a 
problem, and engaging in strenuous exercise or sport on a weekly basis. 
While most participants were considered resilient, 16% were at high risk of clinically 
significant behavioural and emotional problems. This proportion is less than that found 
among adolescents (12 to 17 years) in the Western Australian Aboriginal Child Health 
Survey (20.5%), a population representative survey of Aboriginal adolescents,4 but is 
greater than was found in a recent population-based sample of Australian 11 to 17 year 
olds (10.2%).24 While these results are consistent with literature that finds Aboriginal 
children experience more behavioural problems than non-Aboriginal children,25,26 given 
the adversities Aboriginal communities are known to face, the high proportion of 
resilient participants identified in this study highlights the strength of Aboriginal 
adolescents. 
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Previous qualitative research with SEARCH Aboriginal communities has indicated that 
education, and supportive familial and social environments are important for developing 
resilience in children.7 The quantitative data presented here aligns with these findings, 
as well with other quantitative evidence that associates social support with 
resilience.6,10,11 27-29 While the link between school attendance and educational 
achievement has been investigated among the Aboriginal population,30 there has been 
less research investigating familial encouragement to attend school and emotional or 
behavioural outcomes. Encouragement to attend school may increase school 
connectedness, which has been previously associated with a reduction in risk taking 
behaviour in adolescents.31 It is also plausible that greater school attendance increases 
resilience through regular socialisation with peers.32 Familial environments that 
encourage adolescents to regularly attend school may also be indicative of other factors 
that build resilience, including nurturing parenting and family cohesion. The importance 
of a cohesive family environment and positive parenting behaviours in promoting good 
mental health is well-established.33-35 Among Aboriginal populations, the WAACHS found 
that higher quality parenting was strongly related to less clinically significant emotional 
and behavioural problems in children.36 Similarly, a recent literature review found robust 
evidence linking the mental health and resilience of Indigenous children living in 
developed countries with positive family cohesion, including family support and positive 
parenting styles.5 Together, this evidence indicates that the quality of the familial 
environment that Aboriginal adolescents are raised in appears an important predictor of 
resilience. The lack of a significant association between income and resilience suggests 
that supportive environments may be more important than socio-economic factors for 
Aboriginal adolescents. 
This study supports an association between resilience and regular physical activity. 
Research has shown that regular exercise and sport is beneficial for the mental health of 
adolescents and children.37,38 In the current study, the lack of an apparent dose-
response effect suggests that engaging in any weekly sport or exercise may be a 
protective factor for adolescents. While the direction of causality cannot be ascertained 
(i.e. it is possible that prosocial children are more likely to take up sports or participate 
in exercise programs), sporting and exercise programs offer benefits that could plausibly 
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build resilience, including increased health and fitness, opportunities to socialise, and 
improved self-esteem.32  
For Aboriginal people, connection to culture has been identified as an important 
determinant of health and resilience in qualitative studies that have explored this 
association.7,39,40 In this study the relationship between cultural knowledge and 
resilience was assessed, with no significant association observed. A recent review noted 
that while identification with, and knowledge of Indigenous culture was related to 
children’s good mental health, this association was inconsistent,5 potentially due to 
differences in the way this construct was measured. Given the importance of cultural 
factors as determinants of health and wellbeing for Aboriginal people41,42 a deeper 
understanding of the relationship between cultural knowledge and resilience in urban 
Aboriginal adolescents is suggested as a potential area for further research. 
Given the high prevalence of resilience, and that the majority of adolescents indicated 
that they had someone to talk to if they had a problem (91%), or believed they were 
encouraged “quite a lot” or “very much” to attend school regularly (86%), the results of 
this study are positive. However, the relatively high proportion of adolescents at high-
risk for emotional and behavioural problems suggests more can be done to improve 
Aboriginal adolescents’ resilience. Addressing issues that prevent some Aboriginal 
families from providing support and educational encouragement has the potential to 
increase resilience in Aboriginal adolescents.43 Importantly, programs that can provide 
social support, including scholastic encouragement, for children who do not receive this 
help at home or from extended family or friends are also likely to increase resilience in 
at-risk Aboriginal youths. Similarly, the provision of physical/sporting programs tailored 
to Aboriginal young people may offer new experiences and challenges that foster 
greater self-efficacy and self-esteem that can lead to resilience.7,44 Holistic programs 
that can combine all these factors, potentially including sporting activities with regular 
counselling and educational services may have the greatest chance of increasing 
adolescents’ resilience.45 Programs that are long-term, sustainable, run by Aboriginal 
people, and are designed with close consultation and leadership from the Aboriginal 
community are more likely to be successful.46-48 However, while such programs can 
provide important and effective services, without addressing the widespread social 
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inequalities that exist between Aboriginal and non-Aboriginal people it is likely that 
longstanding disparities in mental and physical health outcomes will persist.49,50 Meeting 
this challenge will require major changes in in policy and commitment from successive 
Australian governments.  
This study did not explicitly measure adversity, which is a necessary requirement for 
defining resilience.19 However, the impact of racial discrimination and poverty are 
known to constitute ongoing challenges for Aboriginal people.16 For example, we note 
that almost half of the household incomes reported in this study fall below the 2013-14 
poverty line in Australia for a single adult ($426 per week after tax, or 50% of the median 
income).51 While adversity does not necessarily conflate with low income, poverty is 
associated with many negative social outcomes, and is likely to present considerable 
adversity for many participants.50 As all data were collected via a single survey this 
research may be vulnerable to common method bias,52 including socially desirable 
responses.53 While the SEARCH survey consists of multiple health and environmental 
factors prioritised by the Aboriginal community, not all potential protective factors 
elicited in the original qualitative study were included in the survey, and therefore could 
not be assessed. This includes cultural connection, a widely recognised component of 
Aboriginal social and emotional wellbeing.54 While children’s knowledge of their 
Aboriginal culture was measured, connection to culture is a complex construct that 
cannot be inferred from this one survey item. Caution is advised when interpreting the 
proportions in this study given the relatively small sample size. The relatively small 
number of participants in this study is also a limitation, though previous research 
suggests that the results of within-study comparisons are likely to provide reliable 
estimates of exposure-outcome estimates from larger studies with the same 
population.55 Given the diversity of Aboriginal communities, however, caution should be 
exercised before generalising the results of this study to other urban Aboriginal 
populations. This study was cross-sectional and therefore bidirectional effects are 
possible, and causality cannot be inferred. Upon completion of phase two SEARCH data 
collection, opportunities to investigate casual pathways are likely to become available. 
Aboriginal Adolescents face challenges over and above those that non-Aboriginal 
children face during the transition from childhood to adulthood. Despite these 
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adversities, most adolescents participating in SEARCH are resilient. Resilience is 
associated with supportive relationships among family and peers, and physical activity. 
Given the current health disparities between Aboriginal and non-Aboriginal people, 
concerted efforts to ensure support is available to for adolescents who are at risk of 
emotional and behavioural problems is likely to increase adolescent resilience.  
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5.1 Chapter introduction 
Chapters 2, 3 and 4 investigated the resilience of Aboriginal children and potential 
protective and vulnerability factors. This chapter shifts the focus onto caregivers of 
Aboriginal children living in urban settings. Using SEARCH caregiver data, a person-based 
and variable-based research design explores a range of individual, family and community 
level factors that may be associated with resilience, including factors that may be 
uniquely protective in the presence of heightened stress. The number and type of 
stressful events that caregivers of Aboriginal children face are also described.  
The material in this chapter has been published as: Young C, Craig J, Clapham K, Williams 
S, Williamson A, for the SEARCH investigators. Stressful life events and resilience among 
carers of Aboriginal children in urban New South Wales: cross sectional findings from 
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the Study of Environment on Aboriginal Resilience and Child Health (SEARCH). 2018. 
Chapter 5 is structured as per the journal article. 
5.1.1 Author’s contributions 
CY, JC, KC and AW conceptualised and designed the study. CY collated the data, 
conducted the statistical analysis and wrote the manuscript.  All authors interpreted the 
results and reviewed, revised and approved the final version of the manuscript.  
5.2 Abstract  
5.2.1  Objectives  
In caregivers of urban Aboriginal children, to determine the frequency of major stressful 
life events, the proportion who meet criteria for resilience, and factors that are 
associated with resilience. 
5.2.2 Design, setting and participants  
Cross-sectional survey data was collected from 574 caregivers of Aboriginal children 
participating in the Study of Environment on Aboriginal Resilience and Child Health 
(SEARCH). Caregivers were recruited from four Aboriginal Community Controlled Health 
Services located in urban or regional areas in New South Wales, Australia. 
5.2.3 Primary outcome measure  
Resilience, defined as having experienced three or more stressful life events in the last 
12 months, and having scores of ≤21 on the Kessler 10 Psychological Distress scale. 
5.2.4 Results  
Over half (315, 55%) of the caregivers reported three or more stressful life events – the 
most common being a close family member who was hospitalised with a serious medical 
problem (259, 45%). Of the participants who experienced three or more stressful life 
events, almost three quarters (227, 72%) met the criteria for resilience. Using 
multivariable analysis, two factors were independently associated with resilience: not 
having a physical health problem that limited normal activities (aOR: 4.3; 95%CI: 2.0-
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9.0), and not having problems caused by alcohol within the home (aOR: 5.3; 95%CI: 2.2-
12.8). Having a child whose behaviour placed a great deal of burden on the family was 
associated with less resilience (aOR: 0.25; 95%CI 0.09-0.68). 
5.2.5 Conclusions 
Caregivers of urban Aboriginal children experienced a large number of stressful events, 
the most common being the poor health of close family members, but most exhibited 
resilience. Resilience was associated with stable family environments and good physical 
health. The high number of stressful life events that caregivers experience is reflective of 
broader inequalities that Aboriginal communities face. The availability of easily-
accessible and long-term health and support services may go some way to reducing this 
inequality and improving social and emotional wellbeing for Aboriginal families. 
5.3 Introduction 
Aboriginal families often consist of expansive yet close-knit networks that provide strong 
and supportive environments for all family members.1 However, Aboriginal families 
often face high levels of stress due to cultural marginalisation, discrimination and the 
challenges that stem from living in low socioeconomic environments.2,3 Consequently, 
there is some evidence to suggest that caregivers of Aboriginal children experience high 
levels of psychological distress4 which can in turn negatively impact the social and 
emotional wellbeing of children in their care.5,6 The ability to maintain positive 
psychological functioning during times of stress and adversity is conceptualised as 
resilience.7 Given the challenges Aboriginal communities face, identifying factors that 
help caregivers of Aboriginal children maintain positive functioning despite adversity can 
aid initiatives designed to  enhance resilience. 
While the importance of resilience as a framework for individual, family and community 
level health is increasingly recognised,8 the various methods with which adversity and 
positive adaption can be defined and measured pose conceptual challenges for 
quantitative research of resilience in this context.9 In Australia, most research in the area 
of resilience has been conducted using qualitative designs. These studies highlight the 
importance of family and community connectedness, social support, role modelling, 
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autonomy, and empowerment as factors that are believed to build resilience.10-13 To 
date, no studies have quantitatively investigated the resilience of caregivers of 
Aboriginal children, limiting our understanding of the impact individual, family and 
community-level factors may have on resilience, and the magnitude of potential effects.  
This study aimed to measure the resilience of caregivers of Aboriginal children and to 
determine individual, family and community level factors that are associated with 
resilience. The results may be used to better understand how resilience is fostered, 
where threats to caregivers’ resilience exist, and to help inform strategies that can boost 
positive psychological health within Aboriginal families who are exposed to stressful 
events. 
5.4 Methods 
5.4.1 SEARCH 
This study was conducted as part of the Study of Environment on Aboriginal Resilience 
and Child Health (SEARCH).14 SEARCH is the largest cohort study of urban Aboriginal 
children in Australia. It is built on community-identified research priorities and strong 
partnerships with four Aboriginal communities in urban and regional New South Wales 
(NSW). SEARCH aims to investigate factors that are related to the physical and mental 
health outcomes of Aboriginal children and their caregivers. Survey data were collected 
on a range of domains including socioeconomic, health, family and community factors. 
Clinical measures such as height, Body Mass Index (BMI), blood pressure, blood lipids 
and urinary albumin are also taken. Where possible, the SEARCH survey was based on 
the NSW Health Survey15 and the Western Australian Aboriginal Child Health Survey 
(WAACHS)16 to facilitate comparability. SEARCH is described in further detail in the 
published protocol.14  
Phase one SEARCH survey data was collected from over 1600 Aboriginal children and 
their caregivers from 2006 to 2012. Caregivers of Aboriginal children were approached 
by an Aboriginal research officer while attending one of four Aboriginal Community 
Controlled Health Services (ACCHS) and invited to participate. Eligibility criteria included 
being 16 years or older and agreeing to participate in follow-up interviews during 
 175 
 
subsequent phases of data collection. The Aboriginal research officers collected 
caregiver’s written informed consent to participate on behalf of themselves and their 
children; adolescents (aged 12 to 17 years) also provided consent to participate. 
Caregivers completed a survey that asked about themselves and their family and 
community environments. Caregivers also completed a survey for each of their children 
(aged 0 to 17 years). Adolescents completed a separate self-report survey. Ethics 
approval was obtained by the University of Sydney (8506) and the Aboriginal Health and 
Medical Research Council (586/06). 
Patient and public involvement 
Identifying factors that contribute to resilience was identified as a research priority 
through extensive consultation with the ACCHSs that partner with SEARCH. The results 
of SEARCH studies are fed back to communities via an Aboriginal knowledge broker, 
presentations for ACCHS staff or at public events, or as advised by the ACCHSs. Study 
participants were not involved in the research design or recruitment. 
5.4.2 Measures  
Exposures 
Putative risk and protective factors were drawn from the SEARCH carer-report survey 
items which measured individual, family and community-level variables. These included 
variables that captured demographic information, and information about socioeconomic 
status, history of forced removal or displacement, health, alcohol and gambling, 
housing, neighbourhood factors and involvement in social groups. In order to measure 
potential stress caused by children’ behaviour, two questions from the Strength and 
Difficulties questionnaire’s impact supplement were used.17 These questions asked 
whether caregivers believed any child in their care has an emotional or behavioural 
problem, and, if so, how much burden this places on the family. Responses were, “No 
burden”, “Only a little burden”, “Quite a lot of burden”, and “A great deal of burden”.  
Stressful Life Events (SLE) scale 
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The SLE scale describes 14 stressful events that are likely to create considerable stress 
for the carer and the family as a whole, e.g. “A close family member was badly hurt, 
injured or sick”. The SLE scale used in this study is the same as used in the Western 
Australian Aboriginal Child Health Survey (WAACHS),17 and is available in Appendix C.1. 
Among caregivers living in Western Australia, previous research has found that three or 
more stressful life events within a 12-month period increased the risk of a number of 
psychological and social problems.19 Participating carers were asked whether they had 
experienced each of the 14 events. Participants could refuse to answer or indicate that 
they were unsure if they had experienced a stressful life event. Based on the total 
number of stressful life events experienced in the past 12-months participants were 
divided into two groups, those who had experienced two or less stressful life events 
(lower stress group), and those that had experienced three or more stressful life events 
(high stress group). In this way, the number of stressful life events was used as a proxy 
for adversity, which is necessary when defining resilience.20 Participants who could not 
be categorised due to missing or incomplete data were excluded from the analysis.  
The Kessler 10 Psychological Distress Scale (K10) 
The K10 is a widely used screening tool used to detect the frequency and severity of 
symptoms of anxiety and depression.21 Scores range between 10 and 50, with higher 
scores indicating more distress. The K10 has demonstrated sound psychometric 
properties in Australian Aboriginal adults.22 We followed the Australian Bureau of 
Statistics’ scoring procedure and classified scores of ≤21 as indicative of low/moderate 
psychological distress, and scores ≥22 as indicative of high psychological distress.23 
Resilience status 
Resilience is again defined as positive adaption in the presence of adversity.7 
Participants were divided into two groups, ‘resilient’ or ‘less resilient’ based on the 
number of stressful life events experienced, and their K10 score. ‘Resilient’ participants 
were defined as those in the high stress group who scored ≤21 on the K10, indicating 
low psychological stress despite having experienced three or more stressful events in 
the past 12 months. ‘Less resilient’ participants were those in the high stress group who 
scored ≥22 on the K10. In this way, positive adaption was inferred by low 
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psychopathology and adversity was inferred by the number of stressful life events. 
Participants in the lower stress group (i.e. who experienced two or less stressful life 
events), did not meet criteria for adversity and were therefore excluded from the initial 
analysis. However, the final analysis investigated statistical interactions between level of 
stress and variables found to be significantly associated with resilience. Therefore, all 
participants were included in this analysis, i.e. participants from both the lower and the 
high stress groups. 
5.4.3 Statistical measures 
The number of stressful life events and K10 scores were determined for each 
participant. The effect of stressful life events on psychological distress was assessed 
using a two-sample t-test with stress group (lower versus high stress) as the 
independent variable and K10 scores as the outcome.   
Independent variables were initially analysed in three separate categories representing 
individual, family, and community-levels. Age, gender and ACCHS location were included 
as covariates in all analysis. Variables were first entered into multivariate logistic 
regression models that tested for an association with resilience status. Variables 
significant at p<.05 were then entered into a second model that controlled for significant 
variables within the individual, family or community category. The final model consisted 
of one multivariable logistic regression that included all statistically significant variables 
from all categories. Only the second and third model are shown in the results. A list of all 
the variables and statistics from the first model is available in Appendix C.2.  
Interaction models 
In addition to research that seeks to identify main effects, resilience research also 
investigates whether the effects of the factors associated with resilience differ in the 
presence of adversity, compared to lower risk environments.24 The purpose of such 
investigation is to understand whether factors have a protective or detrimental effect 
that is more pronounced in adverse environments when compared to less challenging 
circumstances. These assessments are often made by examining statistical interactions 
between categorical levels of adversity, and those of an independent variable.20 In order 
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to assess the presence of an interaction, a separate analysis that included all SEARCH 
caregivers was conducted (i.e. from both stress categories). Independent variables that 
were significant in the final model of the previous analysis were entered into separate 
logistic regression models that included an interaction term between levels of adversity 
(lower vs. high stress groups) and the categorical levels of the independent variable. The 
hypothesis regarding the interaction models is that any factor found to be associated 
with greater resilience in the initial analysis will have a statistically larger effect in the 
presence of adversity (i.e. ≥3 SLEs) than when less adversity is present (≤2 SLEs). All 
analyses were performed with SAS 9.4 software (SAS Institute), statistical significance 
was set at .05. 
5.4.4 Aboriginal representation  
This study has been conducted as part of SEARCH and has therefore involved the 
Aboriginal community at all stages of its development. SEARCH began extensive 
consultations with five Aboriginal Community Controlled Health Services (ACCHSs) in 
2004 in order to identify community research priorities. Resilience, and the risk and 
protective factors associated with it, was identified from the outset as a key research 
priority. Partner communities were heavily involved in drafting and approving the 
SEARCH questionnaires. Two authors on this paper are Aboriginal people and have 
contributed to the study design (KC) and interpretation of results (KC, SW). Partner 
ACCHSs own the data arising from SEARCH. The final draft of this manuscript was 
approved by the governing bodies of each partner ACCHSs and the Aboriginal Health and 
Medical Research Council of New South Wales. 
5.5 Results 
5.5.1 Participant characteristics 
See Table 5.1. 
Of the 627 caregivers who completed the SEARCH survey, 574 (92%) provided sufficient 
K10 and stressful life event data for resilience status to be determined. Most 
participants were female (522, 91%), Aboriginal or Torres Strait Islander (445, 78%) and 
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aged 20 to 39 years old (417, 73%). Overall, 113 (20%) participants reported high 
psychological distress, 25 (10%) in the lower stress group, and 88 (28%) in the high stress 
group. 
Table 5.1 Participant characteristics  
 Number of stressful life events  
 0-2   Three or more  
Characteristic (n, %) (n=259)   
Resilient1 
(n=227) 
Less 
Resilient 
(n=88) 
Total 
(n=574) 
Individual-level      
   High psychological distress 25 (10)  0 (0) 88 (100) 113 (20) 
   Age, years       
      16-19 7 (3)  6 (3) 1 (1) 14 (2) 
      20-29 103 (40)  73 (32) 33 (38) 209 (36) 
      30-39 87 (34)  90 (40) 31 (35) 208 (36) 
      40-49 41 (16)  30 (13) 20 (23) 91 (16) 
      50-59 18 (7)  23 (10) 3 (3) 44 (8) 
      60+ 3 (1)  5 (2) 0 (0) 8 (1) 
   Female 236 (91)  204 (90) 82 (93) 522 (91) 
   Aboriginal and Torres Strait Islander 191 (74)  179 (79) 75 (85) 445 (78) 
   Employed or studying 90 (35)  84 (37) 21 (24) 195 (34) 
   Any tertiary qualification 116 (45)  103 (45) 46 (52) 265 (46) 
   Parent(s) removed from their natural family 22 (8)  26 (11) 22 (25) 70 (12) 
   Forced to move from traditional country or       
   homeland      
      Participant 2 (1)  3 (1) 4 (5) 9 (2) 
      Participant's parents 10 (4)  12 (5) 6 (7) 28 (5) 
   Chronic medical condition 61 (24)  83 (37) 51 (58) 195 (34) 
   Limitation of normal daily activities due to       
   health problem 22 (8)  34 (15) 35 (40) 91 (16) 
Family-level      
   Burden placed on family due to child(ren)'s      
   behaviour       
      None 187 (72)  156 (69) 43 (49) 386 (67) 
      A Little 37 (14)  34 (15) 15 (17) 86 (15) 
      Quite a lot 25 (10)  24 (11) 14 (16) 63 (11) 
      A great deal 10 (4)  13 (6) 16 (18) 39 (7) 
   Alcohol problems in household 9 (3)  16 (7) 23 (26) 48 (8) 
   Gambling problems in household 1 (0)  15 (7) 12 (14) 28 (5) 
   Three or more housing problems  94 (36)  128 (56) 71 (81) 293 (51) 
Community-level      
   Feeling of safety in the neighbourhood 203 (78)  160 (70) 45 (51) 408 (71) 
   Feeling of belonging in the neighbourhood 180 (69)  132 (58) 37 (42) 349 (61) 
   Feeling of helpfulness in the neighbourhood 144 (56)  95 (42) 27 (31) 266 (46) 
   Feeling of trust in the neighbourhood 137 (53)  88 (39) 26 (30) 251 (44) 
   Regular participation in sporting groups  98 (38)  80 (35) 18 (20) 196 (34) 
   Neighbourhood problems: gangs  86 (33)  109 (48) 55 (63) 250 (44) 
   Neighbourhood problems: assaults 60 (23)   79 (35) 46 (52) 185 (32) 
1Resilience, as indicated by scores of ≤ 21 on the Kessler 10 Psychological Distress Scale 
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5.5.2 Frequency, spectrum and correlations between stressful life events  
See Figures 5.1 and 5.2, Table 5.2. 
On average, caregivers reported 3.1 stressful life events in the 12 months prior to 
completing the survey. Figure 5.1 displays the proportion of participants experiencing 
each of the 14 stressful life events. Figure 5.2 displays the frequency distribution of the 
number of stressful life events experienced by participants. The most commonly 
reported stressful life events related to family members’ health with 259 (45%) 
participants reporting that a close family member was in hospital with a serious medical 
problem (illness or accident), 231 participants (40%) reporting that a close family 
member was badly hurt, injured or sick, and 197 (34%) participants reporting that an 
important family member has passed away. 
Table 5.2 shows correlations between each of the stressful life events. Almost all of the 
correlation coefficients were positive with strengths ranging from negligible to medium. 
Health related stressful events appeared to cluster together with the largest association 
between participants who had a family member who was hurt or sick, and those who 
had a family member in hospital (r=.72, p<.001). Drug and alcohol problems were 
associated with children who had been upset due to family arguments (r=.41, p<.001), 
and a family member who had been arrested or was in gaol (r=.39, p<.001). 
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Figure 5.1 Proportion of participants experiencing each of the 14 stressful life events 
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Figure 5.2 Frequency distribution of the number of stressful life events experienced in the past 
12 months 
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Table 5.2 Correlation between stressful life events 
  Family 
member 
passed 
away 
Family 
member 
was in 
hospital 
Family 
member 
was 
badly 
hurt/sick 
Family 
member 
has a 
physical 
handicap 
Caregiver 
lost their 
job 
Child has 
been in a 
foster 
home 
Child had 
to take 
care of 
others 
Caregiver 
left 
because 
of family 
problems 
Family 
didn't 
have 
enough 
money 
for basics 
Felt too 
crowded 
where 
you live 
Child 
upset by 
family 
arguments 
Child 
badly 
scarred 
by other 
people 
Family 
member 
was 
arrested 
or in gaol 
Family 
member 
had a 
alcohol/ 
drug 
problem 
Family member passed 
away 
1.00              
Family member was in 
hospital 
0.33 1.00             
Family member was 
badly hurt/sick 
0.33 0.72 1.00            
Family member has a 
physical handicap 
0.16 0.26 0.26 1.00           
Caregiver lost their job 0.01 0.06 0.10 0.05 1.00          
Child has been in a 
foster home 
0.02 -0.03 -0.08 0.07 0.06 1.00         
Child had to take care 
of others 
0.12 0.15 0.18 0.11 0.08 0.06 1.00        
Caregiver left because 
of family problems 
-0.01 0.02 -0.01 0.08 0.06 0.08 0.06 1.00       
Not enough money for 
basics 
0.13 0.19 0.20 0.21 0.14 0.05 0.21 0.12 1.00      
Felt too crowded 
where you live 
0.05 0.22 0.17 0.11 0.12 0.03 0.23 0.06 0.20 1.00     
Child upset by family 
arguments 
0.06 0.19 0.13 0.21 0.08 0.08 0.21 0.30 0.29 0.28 1.00    
Child badly scarred by 
other people 
0.10 0.16 0.13 0.21 0.11 0.24 0.22 0.24 0.30 0.28 0.37 1.00   
Family member was 
arrested or in gaol 
0.12 0.22 0.21 0.20 0.13 -0.02 0.09 0.06 0.17 0.13 0.22 0.16 1.00  
Family member had a 
alcohol/drug problem 
0.08 0.22 0.17 0.24 0.17 0.07 0.17 0.22 0.23 0.16 0.41 0.24 0.39 1.00 
Darker cells indicate stronger associations. Correlation coefficients in bold are significant  at p<.05 
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5.5.3 Resilience: frequency and predictors 
315 (55%) participants reported that they had experienced three or more stressful life 
events, of these, 227 (72%) met the criteria for resilience. The mean K10 score for 
caregivers in the lower stress group and the high stress group was 14.1 and 18.8, 
respectively (Cohen’s d = .67, p < .001,).  
Individual-level variables (Table 5.3) 
In the final model (adjusting for age, gender, ACCHS and all significant covariates) 
caregivers who were not functionally limited by health problems were significantly more 
likely to be resilient than those who were limited (aOR: 4.3; 95%CI: 2.0-9.0). No other 
individual-level variables were significant.  
Family-level variables (Table 5.4) 
In the final model, caregivers who reported that overuse of alcohol did not cause 
problems in their household were significantly more likely to be resilient than those that 
did report such problems (aOR: 5.3; 95%CI: 2.2-12.8). Caregivers who reported they had 
a child or children whose behaviour placed a great deal of burden on the family 
(compared to caregivers who did not report a burden of this nature) were less likely to 
meet the criteria for resilience (aOR, 0.25; 95%CI, 0.09-0.68, respectively). Caregivers 
whose children’s behaviour placed ‘a little’ or ‘quite a lot’ of burden on the family were 
not at significantly elevated risk of less resilience. Participants who reported three or 
more housing problems were significantly less likely to meet the criteria for resilience in 
the first two models, but this association was not significant (p=.07) in the fully adjusted 
model.  
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Table 5.3. Associations between resilience and individual-level variables in caregivers in the 
high stress group (n=315) 
 
Adjusted for 
age, sex, 
ACCHS, and all 
significant 
individual-
level variables 
 
Adjusted for 
age, sex, 
ACCHS, and 
all 
significant 
variables  
Variable aOR (95% CI) p aOR (95% CI) p 
Gender     
   Female ref    
   Male 1.9 (0.42-8.2) 0.42   
Employment status     
   Employed/studying ref    
   Unemployed/retired/unable to work 0.43 (0.13-1.4) 0.16   
   Home duties 0.42 (0.17-1.0) 0.06   
Carer’s parents or other relatives 
removed from their natural family 
   
 
   No ref    
   Either, or both parents 0.46 (0.15-1.4) 0.17   
   Other relatives 1.5 (0.51-4.2) 0.48   
Forced to move from traditional 
country or homeland 
   
 
   No ref    
   Yes, participant 0.26 (0.02-3.0) 0.28   
   Yes, parents 0.54 (0.12-2.4) 0.42   
   Yes, other relatives 0.93 (0.30-2.9) 0.90   
Chronic medical condition     
   Yes  ref    
   No 2.0 (0.84-4.9) 0.12   
Limitation of normal daily activities 
due to health problem 
   
 
   Yes  ref  ref  
   No 3.6 (1.3-9.4) 0.011 4.3 (2.0-9.0) <.001 
ACCHS=Aboriginal Community Controlled Health Service, aOR=Adjusted odds ratio, 
CI=Confidence interval 
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Table 5.4. Associations between resilience and family-level variables in caregivers in the high 
stress group (n=315) 
 
Adjusted for 
age, sex, 
ACCHS, and all 
significant 
family-level 
variables 
 
Adjusted for 
age, sex, 
ACCHS, and all 
significant 
variables 
 
Variable aOR (95% CI) p aOR (95% CI) p 
Burden placed on family due to 
child(ren)'s behaviour 
    
   None ref  ref  
   A little 0.83 (0.38-1.8) 0.65 0.55 (0.23-1.3) 0.18 
   Quite a lot 0.45 (0.19-1.1) 0.07 0.50 (0.19-1.4) 0.17 
   A great deal 0.14 (0.05-0.36) <0.001 0.25 (0.09-0.68) <0.001 
Overuse of alcohol cause 
problems in the household 
    
   Yes  ref  ref  
   No 4.7 (2.1-10.6) <0.001 5.3 (2.2-12.8) <0.001 
Betting or gambling causes 
problems in the household 
    
   Yes  ref    
   No 1.2 (0.45-3.3) 0.70     
Housing problems      
   None ref  ref  
   1-2 0.56 (0.16-2.0) 0.38 0.72 (0.18-2.9) 0.64 
   3+ 0.22 (0.07-0.69) <0.01 0.31 (0.09-1.1) 0.07 
ACCHS=Aboriginal Community Controlled Health Service, aOR=Adjusted odds ratio, 
CI=Confidence interval 
 
Community-level variables (Table 5.5) 
In the final model, no community-level variables retained significance. Caregivers who 
regularly participated in sporting groups were more likely to meet the criteria for 
resilience in the first two models, but this association was not significant (p=.07) in the 
fully adjusted model. 
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Table 5.5. Associations between resilience and community-level variables in caregivers in the 
high stress group (n=315)  
 
Adjusted for 
age, sex, ACCHS, 
and all 
significant 
community-level 
variables 
 
Adjusted for 
age, sex, ACCHS, 
and all 
significant 
variables 
 
Variable aOR (95% CI) p aOR (95% CI) p 
I feel safe in this neighbourhood    
   Disagree ref    
   Neutral 1.7 (0.51-5.6) 0.39   
   Agree 1.6 (0.53-4.7) 0.42   
I belong in this neighbourhood     
   Disagree ref    
   Neutral 1.2 (0.40-3.6) 0.76   
   Agree 2.6 (0.78-8.7) 0.12   
People in this neighbourhood are 
very willing to help others 
    
   Disagree ref    
   Neutral 0.78 (0.29-2.1) 0.63   
   Agree 0.92 (0.27-3.1) 0.89   
I trust most of the people in my 
neighbourhood 
    
   Disagree ref    
   Neutral 1.4 (0.44-4.6) 0.56   
   Agree 0.56 (0.16-1.9) 0.35   
Participated in sporting groups 
(last 12 months) 
    
   Occasionally or never ref    
   Monthly or more 3.2 (1.4-7.1) <0.01 2.6 (0.95-4.1) 0.07 
Neighbourhood problems: gangs    
   Problem ref    
   No problem 1.5 (0.57-3.9) 0.42   
Neighbourhood problems: assaults    
   Problem ref    
   No problem 1.6 (0.57-4.8) 0.36     
ACCHS=Aboriginal Community Controlled Health Service, aOR=Adjusted odds ratio, 
CI=Confidence interval 
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Interaction models (Figure 5.3) 
The interaction models assessed whether the effect of significant factors identified 
through the previous analysis differed when measured in the two stress groups (lower 
versus high), hence these models used data from all caregivers. None of the interaction 
terms were found to be significant (all p values > 0.20). Figure 5.3 shows the mean K10 
scores of participants grouped by levels of the factors associated with resilience and 
stress group. In each case the effects of being in the high stress group and the presence 
of alcohol problems, functional limitations or burdensome child behavioural problems 
appeared to have an additive effect on psychological distress.  
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Figure 5.3 Mean K10 scores by stressful life events and: functional limitations, alcohol 
problems, and family burden due to children’s behaviour. K10 = Kessler 10 Psychological 
Distress Scale. K10 scores range from 10 – 50, scores >22 are indicative of high psychological 
distress. Error bars represent 1 standard error. 
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5.6 Discussion 
To our knowledge, this is the first study in Australia to quantitatively explore the 
resilience profile of caregivers of urban Aboriginal children. Over half of the caregivers 
reported experiencing three or more stressful life events in the past year. Of these, 
almost three quarters met the criteria for resilience. Participants who were not limited 
by health problems or who lived in households where alcohol overuse did not cause 
problems had significantly higher odds of meeting criteria for resilience. Caregivers 
whose children’s behaviour placed a great deal of burden on their family had 
significantly lower odds of meeting criteria for resilience. No interaction was detected 
between stress and each of the factors associated with resilience, with mean K10 scores 
increasing additively in the presence of three or more stressful events.  
On average, caregivers reported experiencing a slightly lower number of stressful life 
events over twelve months than primary caregivers in the Western Australian Aboriginal 
Child Health Survey (means: 3.1 and 3.9, respectively).16 In comparison, caregivers of 
non-Aboriginal children have reported a much lower number of stressful life events, an 
average 1.2 stressful life events during the previous year.18 The three most frequently 
reported stressful life events in this study corresponded to those reported in the 
WAACHS study, though proportionally fewer participants in our study (between 11% to 
16% less) experienced each event. These events, related to the poor health of family 
members, reflect well-documented disparities between Aboriginal and non-Aboriginal 
health outcomes.25 Between one quarter and one third of participants reported that 
they felt too crowded where they lived, that a close family member had a drug or 
alcohol problem, and that their children had been involved in or upset by family 
arguments. Stressful life events were seen to aggregate, with the presence of one event 
often being associated with one or more other stressful events, however, most 
correlations were not strong. Aligning with results from the WAACHS, health-related 
stressful events appeared to cluster together. Similarly, other associations between 
substance use and incarceration, and between having children who were badly scared 
and having children who were upset by family arguments were also observed.15 Despite 
the high incidence of stressful life events among carers of Aboriginal children, this study 
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highlights their ability to cope with stress and maintain positive psychological 
functioning during times of adversity. Given the many adversities Aboriginal families are 
known to face, including those not measured by SEARCH, it is likely that many caregivers 
of Aboriginal children are extremely resilient.  
The three factors associated with resilience indicate that caregivers of urban Aboriginal 
children who experience good health and who live in stable home environments are 
more likely to be resilient in the presence of other stressors. The lack of a significant 
interaction suggests that these factors are associated with improved mental health in 
the presence of few, or many stressful events. While proportionally few of the 
participants reported children whose behaviour placed a great deal of burden on the 
family (7%), or experienced problems in their household caused by alcohol overuse (8%), 
a greater number of participants reported being functionally limited due to health 
problems (16%). This result aligns with research that has shown that the prevalence of 
serious physical limitations is higher in Aboriginal than non-Aboriginal Australians.26 This 
is concerning given previous evidence that links functional limitations to poor mental 
health,2,27 and the results of this study that highlight the compounding risk of 
psychological distress when stressful life events and limiting health issues co-occur. 
The results suggest that participation in sporting groups and living in homes with few 
problems is associated with resilience, though these factors may co-vary with other 
predictors. While not statistically significant in the fully adjusted model, the influence of 
these factors on mental health has been identified in previous research with Aboriginal 
people.28-30 Providing more opportunities for social support through sporting and other 
community groups, and addressing housing problems, including overcrowding, is a 
potentially beneficial strategy to reducing psychological distress among caregivers who 
are under stress. 
Given the associations found in this study, it is plausible that poor physical health 
contributes to psychological distress both directly, through functionally limiting health 
problems, and indirectly, through the stress of living with or looking after a sick family 
member. Addressing health issues within Aboriginal communities remains a difficult and 
longstanding challenge for Australia governments. A legacy of discrimination and 
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cultural marginalisation has resulted in unequal living conditions for Aboriginal people,31 
including socio-economic disparities that are believed to account for between one third 
and one half of the health gap between Aboriginal and non-Aboriginal Australians32 This 
inequality is reflected in the disproportionate number of stressful life events that 
caregivers of Aboriginal children experience. Given our findings, initiatives that seek to 
improve physical health or minimise the impact of functional limitations (such as 
occupational therapy services), reduce problem drinking and provide caregivers with 
resources to assist in caring for children experiencing emotional or behavioural 
problems may improve carer resilience. However, as health disparities experienced by 
Aboriginal families are known to be rooted in socio-economic disparities, it is likely that 
while these persist, so too will disparities in health.32,33 Addressing the social determents 
of health for Aboriginal people must remain a key priority if real progress is to be made 
in closing the health gap.34 
A challenge facing health professionals who work with Aboriginal communities is 
identifying and providing support for families who experience heightened stress, health 
or alcohol problems, given they are also likely to face significant barriers that can 
prevent seeking and accessing services.35 Initiatives that can address these barriers by 
being low cost, culturally safe, and by providing personalised support for families i.e. by 
offering free transportation, have a greater chance of success.36 General practitioners 
and ACCHS health staff should be aware that caregivers presenting with functional 
limitations are facing additional challenges to resilience and may need extra support.  
While SEARCH measured a wide range of variables that align with resilience theory 
including individual, family and community level factors - personality traits and 
individual abilities were not assessed by the survey. Given that individual traits such as 
optimism, self-esteem and having an internal locus of control have been identified in the 
literature as being robust predictors of resilience,20,37,38 this limits the interpretation of 
our results. However, as survey items were determined by the ACCHSs the results of this 
study are directly relevant to the concerns and priorities voiced by the communities that 
are partners in SEARCH.  Due to the range of variables that can be used to measure 
positive adaption and adversity it is possible to define resilience using contrasting 
methodologies, and thus derive different results based upon the criteria employed. 
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Using the Stressful Life Events (SLE) scale as a measure of adversity may have introduced 
error as the list of events was not exhaustive and some participants may have 
experienced stressful events that were not included. Furthermore, stressful events 
concerning the health of family members may refer to the same incident, potentially 
leading to some events being counted more than once. Additionally, the SLE measures 
events in relation to caregivers, and some that apply to children in their care. While 
some stressful events immediately effect either children or their caregivers, the events 
included in the SLE scale are likely to have significant negative repercussions throughout 
the whole family (e.g. the removal of a child). This scale has been used before in the 
WAACHS study18 and was therefore unaltered for comparative purposes. We note that 
other, non-mental health measures could be used to measure positive adaption. Given 
concerns regarding the prevalence of poor mental health in Aboriginal communities39 
and that the K10 has been validated with Aboriginal populations,22 we believe that the 
K10 is appropriate for measuring resilience in this setting. Further, the measures used in 
this study were chosen in partnership with the Aboriginal community – the K10 was 
considered acceptable given its brevity, clear language and face validity. We note that 
the limitations mentioned above may contribute to classification error. Given the 
involvement and acceptance of the Aboriginal community in helping select these 
measures, and the number of resilience studies that have used similar methods, we 
believe this approach is justified. This study is cross-sectional and therefore associations 
may not infer causality. For example, it is plausible that a bi-directional relationship 
exists between parent’s psychological distress and children’s emotional or behavioural 
problems. Study participants were recruited from four partner urban/regional ACCHS 
and most of the participants were female (91%), therefore the results may not be 
representative of the broader population of caregivers of Aboriginal children. However, 
results drawn from internal (within-study) comparisons have been found to remain 
generalisable to study populations, despite the presence of a relatively distinct sample.40 
However, due the diversity of Aboriginal groups, caution should be exercised before 
generalising the results of this study to other Aboriginal communities. 
Our findings indicate that caregivers of urban Aboriginal children experience a greater 
number of stressful events than Australian parents in general, however, most are 
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resilient. Providing easily accessible services for caregivers who experience health and 
social problems may provide some gains in resilience. However, real improvements in 
health are likely to result from sustainable strategies that address the broader social 
inequalities between Aboriginal and non-Aboriginal people. 
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6.1 Chapter introduction 
Chapter 5 investigated the resilience of caregivers of Aboriginal children. Aligning with 
the findings from Chapters 2-4, stable home environments are seen to play a role in 
predicting resilience in Aboriginal children and their caregivers. Like Aboriginal children, 
most caregivers met criteria for resilience. In this chapter, the focus returns to Aboriginal 
children, in particular, programs that aim to improve Aboriginal children’s social and 
emotional wellbeing - an Aboriginal definition of health that also includes resilience.1 A 
systematic review of evaluated social and emotional wellbeing programs is presented 
and the efficacy of each program is appraised.  
6.1.1 Authors’ contributions 
CY, JC, KC and AW conceptualised and designed the study. CY conducted the search. CY 
and AW identified the included studies. CY appraised the evidence and wrote the 
manuscript. All authors interpreted the results and reviewed, revised and approved the 
final version of the manuscript. 
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6.2 Abstract 
6.2.1  Aims  
To identify evaluations of social and emotional wellbeing programs for Aboriginal young 
people, to describe the strategies used, and to appraise the efficacy of each program 
including the strength of evidence. 
6.2.2  Methods  
A systematic review of studies published in peer reviewed journals between 2007 and 
2017 that evaluated social and emotional wellbeing programs for Aboriginal young 
people (4 to 25 years old) was conducted. The quality of evidence was appraised using 
an adapted version of the Grading of Recommendations Assessment, Development and 
Evaluation (GRADE) guidelines. 
6.2.3 Results  
Nine evaluations were identified, each reporting on a different program. Most programs 
included an educational component (n=7), other strategies included sports-based 
activities (n=4), mentoring (n=3), cultural activities (n=3), arts and musical activities 
(n=2), role models (n=1), counselling (n=1) and the provision of resources and social 
support (n=1). Most programs used more than one strategy. Six studies reported 
quantitative outcomes, and six studies reported qualitative outcomes, with three mixed 
methods designs. All studies reported an improvement in social and emotional wellbeing 
from pre- to post-intervention. Most studies (n=5) were rated as providing ‘low’ quality 
evidence. Small samples sizes (imprecision), the lack of a control group and lack of clarity 
around qualitative methodology contributed to lower quality evidence ratings. The 
highest quality evidence was provided by the Triple P Parenting program and a sports-
based program involving Aboriginal and non-Aboriginal role models. One program that 
provided mentoring and one program that provided counselling were seen to produce 
the largest improvements in social and emotional wellbeing, though both evaluations 
were rated as having high risk of bias.  
6.2.4 Conclusions  
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Promising initiatives exist to promote the social and emotional wellbeing of young 
Aboriginal people but confidence in the magnitude of benefit obtained is hampered by 
the quality of the studies. Higher quality evaluations are needed in order to develop a 
reliable evidence base that can support sustainable programs to improve the social and 
emotional wellbeing of Aboriginal young people.
6.3 Introduction 
Among Aboriginal communities, the term ‘social and emotional wellbeing’ encapsulates 
a holistic concept of health that includes psychological wellbeing, cultural identity, 
connection to land and community, community wellbeing, and resilience.1,2 Threats to 
Aboriginal social and emotional wellbeing, such as cultural marginalisation, 
discrimination and the effects of socio-economic disadvantage are believed to 
contribute to the well-documented health gaps between Aboriginal and non-Aboriginal 
people.3,4 For example, evidence suggests that Aboriginal children and adolescents are 
more likely to be at high risk of emotional or behavioural problems than other children 
in Australia, and have higher suicide rates.5-9 Improving the social and emotional 
wellbeing of Aboriginal young people is often cited as a necessary strategy to improve 
Aboriginal health.2,10-12 
While a number of studies have measured risk and protective factors associated with 
social and emotional wellbeing, the evidence base that supports practical strategies to 
improve the wellbeing of Aboriginal young people is lacking.13,14 Previous reviews of 
social and emotional programs have largely focused on adults.2,13-15 Reviews that focus 
on young people emphasise the importance of programs that are strengths-based, 
holistic, community driven, sustainable, and offer culturally appropriate content that is 
applicable to Aboriginal people.16,17 However, these reviews do not appraise the quality 
of evidence provided by program evaluations. A better understanding of the efficacy of 
strategies to improve the social and emotional wellbeing of young Aboriginal people is 
likely to aid program development in this area. The aim of this review is to identify peer 
reviewed evaluations of social and emotional wellbeing programs for Aboriginal young 
people published between 2007 and 2017, to describe the strategies used, and to 
appraise the efficacy of each program, including the strength of evidence. 
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6.4. Methods  
We followed the Preferred Reporting Items of Systematic reviews and Meta-Analyses 
(PRISMA) guidelines18 (see Appendix D.1). 
6.4.1 Study inclusion and exclusion criteria  
Peer reviewed journal articles that quantitatively or qualitatively assessed the impact of 
programs that aimed wholly, or in part, to improve the social and emotional wellbeing of 
Aboriginal young people in Australia were included. Programs included early 
intervention, treatment programs, programs that targeted caregivers, individual, school 
and community programs. Studies were included if Aboriginal young people made up at 
least 75% of the sample, or if a separate analysis was available for Aboriginal 
participants. Studies with data collected from, or referring to, young people 4 to 25 
years of age were included. Social and emotional wellbeing included measures of mental 
health, self-esteem, resilience, cultural identity and quality of life. Outcomes relating to 
substance use were excluded. Studies published from April 2007 to December 2017 
were included. This start date was chosen to provide an indication of the amount of 
social and emotional programs that have been evaluated since the formal launch of the 
Close the Gap campaign.19  
6.4.2 Search strategy  
Publications were identified through PubMed, Embase and PsycInfo databases. Field 
tags (e.g. ‘MeSH Terms’) were adapted for each data base. See Appendix D.2 for the full 
search strategy.  
6.4.3 Data extraction 
One author (CY) conducted the search and identified the studies for full text review. The 
title, abstract and, where necessary, the full text of each paper was read to assess 
eligibility. The reference lists of included papers were checked for potentially eligible 
studies. The final list of included studies was identified through discussion with a second 
author (AW). Due to the heterogeneous nature of the social and emotional outcomes, 
and the interventions designed to promote social and emotional wellbeing, the results 
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for each study are presented separately and quantitative data are not combined to 
generate summary effect measures. Effect sizes and measures of variability (e.g. 
confidence intervals) are presented where available. A summary of the results is given 
for studies that present qualitative data. 
6.4.4 Quality assessment 
Studies reporting quantitative and qualitative outcomes were assessed separately. One 
author (CY) rated the quality of evidence based on the following criteria. 
Quantitative outcomes 
Risk of bias was assessed using the Cochrane risk of bias tool for randomised trials.20 An 
adapted version of the Newcastle Ottawa Scale (NOS)21 was used for non-randomised 
designs. The NOS categories assessed were sample size, representativeness of the 
sample, non-respondents, comparability, assessment of the outcome, follow-up length, 
attrition, and the statistical test used (Appendix D.3). NOS scores are rated out of 10. 
Scores of 9-10 were rated as low risk of bias, scores of 7-8 were rated as moderate risk 
of bias and scores ≤ 6 were rated as high risk of bias. 
We adapted the Grading of Recommendations Assessment, Development and 
Evaluation (GRADE) criteria to assess the quality of evidence for each quantitative 
study.22 GRADE criteria rates the quality of evidence as being ‘high’, ‘moderate’, ‘low’, or 
‘very low’. Randomised controlled trials (RCTs) were rated as ‘high’, quasi-experimental 
designs were rated as ‘moderate’, all other study designs were rated as ‘low’. Studies 
could be rated down due to moderate or high risk of bias. Studies with large effect sizes 
and low risk of bias could be rated up. 
Qualitative outcomes  
The Critical Appraisal Skills Program (CASP) tool was used to appraise qualitative 
studies.23 CASP categories assess the inclusion of a clear statement of the research aims 
and findings; the appropriateness of using a qualitative methodology; the 
appropriateness of the research design, recruitment strategy, and data collection; the 
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relationship between researchers and participants; ethical considerations; whether 
rigorous analysis methods had been used; and the contribution the research makes.  
Studies were rated using the CASP criteria. Qualitative studies started at ‘low’ quality but 
could be rated up if all CASP criteria was met. Using the CASP Checklist, studies that used 
unsystematic or unclear methods of recording, analysing and reporting data were rated 
down. 
Qualitative and quantitative data that did not measure social and emotional wellbeing 
was not examined as part of this study. 
6.5 Results  
6.5.1 Search results 
The search identified 661 papers, in total. Nine were included in the review. See Figure 
6.1. 
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Figure 6.1 Search results 
 
 
 
 
 
 
 
 
 
 
 
 
 
6.5.2 Description of studies 
Studies were conducted in urban, regional and remote settings in six Australian states 
and territories. Most were conducted in Queensland (n=5), with one each recorded in 
New South Wales and South Australia. No studies were recorded from Tasmania, 
Canberra or Victoria. Six studies used quantitative outcomes and six studies use 
qualitative outcomes (three studies used mixed methods). Sample sizes ranged from 14 
to 81 (quantitative), and 1 to 78 (qualitative) participants. Young people’s ages ranged 
from 1 to 25 years. Seven studies used data collected from adults (reporting on young 
people’s social and emotional wellbeing), five studies used data collected from young 
people and three studies used both. 
Records identified 
through database 
searching 
n=661 
Embase (320) 
PubMed (227) 
PsycInfo (114) 
Abstracts/titles screened 
n=398 
Full-text records 
assessed for eligibility 
n=17 
Total number of records 
included 
n=9 
  
Records excluded after full-text 
review 
n=9 
Not social and emotional health 
outcome n=7 
Sample <75% Aboriginal: n=2 
 
Records excluded 
n=381 
Duplicates 
removed 
n=263 
Records identified from 
references 
n=1 
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The content of each program differed in its focus with most programs using a 
combination of strategies to improve social and emotional wellbeing. Three programs 
primarily used education-based strategies,24-26 including one program for caregivers 
only. In total, seven programs provided some form of education-based activity, including 
the promotion of cultural awareness, healthy lifestyles and choices, emotional 
regulation and responsibility.27-30 Four programs used sports-based activities as either 
the main or an auxiliary component of the program,26,28-30 three programs included 
mentoring,27,29,30 three programs included cultural activities,27,29,30 and  two programs 
incorporated musical and artistic activities.29,30 Counselling,31 interactions with role 
models28 and the provision of resources and social support32 were strategies used by a 
single study each. One study described a national program that included a range of 
strategies to improve social and emotional wellbeing.29 All programs were developed in 
consultation with Aboriginal people and five studies involved the Aboriginal community 
in the evaluation process.24,27-29,32 All but one study employed at least one strengths-
based outcome,31 see Table 6.1.
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Table 6.1 Description of studiesa 
First author, 
year Intervention  Setting 
Informants  Young people 
Program 
strategy 
Primary outcome 
(intervention)  
SEWB outcome 
(evaluation)  
Outcome 
data Characteristics n   Age, n  
Turner,24 
2007 Group Triple P Urban (QLD) 
Caregivers of 
children at risk of 
severe behavioural 
problems  38   
Mean age 
(intervention) 
5.52 yrs, n=38  Education   
Changes in self-
reported parenting 
resources and skills  
Improved child 
behaviour, as 
measured by the ECBI 
(intensity and 
problem scores) and 
the SDQ (total 
difficulties and total 
impact scores) Quantitative 
Chenhall,27 
2010 
Youth Diversion 
Program Urban (NT) 
Adolescents who 
had engaged 
criminal behaviour, 
and camp staff 15b  14-19 yrs, n=15 
Education; 
cultural 
activities; 
mentorship 
Reduced 
reoffending and 
risky behaviours 
Quantitative: changes 
in quality of life, as 
measured by the 
SEIQoL. Qualitative: 
impact of the SEIQoL-
DW tool 
Quantitative 
and 
qualitative 
Thorpe,32 
2013 
Communities 
for Children 
(CfC) Remote (QLD) 
Family members, 
school staff, CfC 
staff 24   
4-12 yrs, n=14-
29 
Resources; 
social support 
Increased school 
attendance 
Changes in social 
connectedness and 
social capital. Qualitative 
Kemp,31 
2014 
Equine 
Facilitated 
Therapy Urban  (QLD) 
Children and 
adolescents who 
had suffered abuse 30  8-17 yrs, n=30 Counselling 
Reduced 
psychopathology 
Changes in 
depression (CDI, BDI), 
anxiety (BAI), 
internalising and 
externalising 
behaviour (CBCL), and 
trauma (TSCC) Quantitative 
Malseed,26 
2014 Deadly Choices Urban (QLD) School students 81   11-18 yrs, n=81 
Education; 
sporting 
activities 
Increased healthier 
choices 
Changes in leadership 
confidence (bespoke 
measure) Quantitative 
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Mathiasen,25 
2014 
Hospital 
Familiarization 
Program  Remote (WA) School principal 1  5-16 yrs, n=150 Education 
Improved health 
and wellbeing. 
Greater familiarity 
with health services 
Changes in social and 
emotional wellbeing Qualitative 
Blignault,29 
2016 SAM Our Way 
"Accessible" 
through "very 
remote" (NT, 
QLD, SA, WA) 
Red Cross staff 
members, other 
health 
professionals and 
community 
members 78   
Indigenous 
youth in 14 
communities  
Education; 
arts, sports 
and musical 
activities; 
mentorship 
Improved social and 
emotional 
wellbeing 
Changes in social and 
emotional wellbeing Qualitative 
Peralta,28 
2016 
Sports-based 
program Remote (NT) 
Community 
members, school 
and program staff, 
government 
engagement 
officers, school 
students 24  
8-18 yrs, 
n=undisclosed 
Education; 
sporting 
activities; role 
models 
Improved health 
and wellbeing 
Changes in social and 
cultural wellbeing Qualitative 
Whiteside,30 
2016 
Family 
Wellbeing 
Empowerment 
Program 
Urban/ 
regional 
(NSW) 
Program managers 
and facilitators, 
steer group 
members and at-
risk young men 41   16-25 yrs, n=30 
Education; 
sporting, 
cultural and 
musical 
activities; 
mentorship  
Greater control and 
responsibility for 
health and social 
and emotional 
wellbeing  
Quantitative: changes 
in psychological 
distress (K5), 9 post-
program progress 
items. Qualitative: 
improved mental 
health and 
relationship 
outcomes 
Quantitative 
and 
qualitative 
BAI Beck Anxiety Intervention;33 BDI Beck Depression Inventory;34 CBCL Child Behaviour Checklist;35 CDI Children's Depression Inventory;36 CfC Communities for 
Children;37 ECBI Eyeberg Child Behaviour Inventory;38 K5 Kessler Psychological Distress Scale (5 item);39 SDQ Strengths and Difficulties Questionnaire;40 SEIQoL-DW 
Schedule for Individual Quality of Life;41 TSCC Trauma Symptom Checklist42 
Australian states: NSW New South Wales; NT Northern Territory; QLD Queensland; SA South Australia; WA Western Australia 
aSee results for a more detailed description of programs. bNumber of staff members not reported. 
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6.5.3 Quality assessment 
Quantitative outcomes (Table 6.2)  
Of the studies that assessed quantitative outcomes, one randomised controlled trial 
(RCT) was conducted,24 two studies used a quasi-experimental design26,31 and three used 
before/after designs.27,30,32 Social and emotional wellbeing outcomes included quality of 
life, the number and strength of children’s friendships, internalising and externalising 
behaviours, depression, anxiety, trauma, psychological distress and leadership 
confidence. One study did not use a validated measure of social and emotional 
wellbeing,26 all other studies used measures previously validated with non-Aboriginal 
populations. Two studies used a culturally validated tool as part of a battery of 
assessments.24,30 The quality of evidence was rated ‘very low’ to ‘moderate’. Four 
studies were rated down for having small, unrepresentative samples,27,30-32 two studies 
did not report p values or confidence intervals27,32 and three studies reported high 
attrition (>20%).26,30,32 All studies used self-report or caregiver reported outcomes. 
Qualitative outcomes (Table 6.3) 
Qualitative outcomes included social and emotional wellbeing, quality of life and social 
connectedness. The quality of evidence was rated ‘very low’ to ‘moderate’. One study 
met all CASP criteria28 and was rated up, two studies were rated down due to unclear 
data collection or analysis methods, and descriptive reporting.25,27 The remaining three 
studies used systematic data collection and analysis methods, but did not provide 
information regarding the relationship between researchers and participants, and two 
did not present sufficient data to support the social and emotional findings.29,30 CASP 
criteria for each study is available in Appendix D.4. 
Studies that reported both quantitative and qualitative outcomes are presented in both 
Tables 6.2 and 6.3. 
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Table 6.2 Assessment of quantitative outcomes 
First 
author, 
year Design Comparison  Intervention Outcome Quality of evidence 
Turner, 
2007 RCT 
Waitlist control 
group 
Eight training sessions (30min-2.5 
hours) involving 17 core child 
management strategies. 
Reduction in ECBI intensity scores: Intervention, 25.9 
d=.75; Control, -.56 d=-.02. 
Reduction in ECBI problem scores: Intervention, 5.32 
d=.62; Control, 2.99 d=.34. 
Change in SDQ total difficulties scores: Intervention, 
2.83 d=.43; Control, 1.41 d= .26. 
Only the intervention group showed a significant 
reduction in ECBI and SDQ scores pre to post 
intervention. The reduction in ECBI scores was 
maintained at 6 month follow-up. 
Moderate. 
Rated down due to lack of 
blinding. 
Chenhall, 
2010 Before/after  
Within group 
pre-
intervention 
scores 
9 day camps designed to reduce 
recidivism, build self-esteem, and 
identify and explore important 
priorities for youth through cultural 
activities and mentorship. 
SEIQoL-DW scores increased from 70.3 to 82.6 (range 
0-100). No measure of variability was recorded. 
Very low. 
Rated down due to high RoB: 
small sample size, 
unrepresentative sample, no 
control group, no reporting of p 
values or confidence intervals. 
NOS score 4/10. 
Kemp, 
2014 
Quasi-
experimental  
Within group 
change scores 
between T1 
(intake) and T2 
(pre-
intervention)   
 9-10 90 min EFT sessions designed to 
teach horsemanship skills, develop a 
therapeutic alliance between the 
practitioner and the participant, and 
to relieve psychological trauma in 
children who have been abused. 
Reduction in CDI scores: Intervention, 11.27 d=.705; 
Control .13. 
Reduction in CBCL scores: Intervention, 7.93 d=.646; 
Control 1.6. 
Reduction in BDI scores: Intervention, 14.9 d=.784; 
Control 2.7.  
Reduction in BAI scores: Intervention, 16.8 d=.798; 
Control 1.6 
All TSCC subscales in the intervention group were 
significantly lower (effect sizes: .818-.905). 
Low. 
Rated down due to moderate RoB: 
small sample size, 
unrepresentative sample. NOS 
score 7/10. 
 
 
Chapter 6 
213 
 
Malseed, 
2014 
Quasi-
experimental  
Waitlist control 
group 
Seven weekly 90 min programs 
combining educational and physical 
activity. Educational components 
were, leadership, chronic disease, 
physical activity, nutrition, harmful 
substances and health services.   
Increase in leadership confidence: Intervention, .067 
(95%CI: -.44 to .58, p=.80); Control, .48 (95%CI: .25 to 
.72, p<.001). 
The difference between intervention and control 
group change scores was not significant (.42, 95%CI: -
.07 to .93, p=.09). 
Low. 
Rated down due to moderate RoB: 
no information on non-
responders, attrition, NOS score 
7/10. 
Whiteside, 
2016 
Before/after, 
observational 
Within group 
pre-
intervention 
scores 
Four groups run consecutively over 
10 weeks. Physical and cultural 
activities including playing sports, 
writing and performing music, and 
mentorship. 
Reduction in psychological distress (K5 total score): .73 
d=1.02 (p=.003).  
55% of the participants believed they had made major 
improvements in their mental health, relationships 
(75%), and dealing with emotions (65%). 
Very low. 
Rated down due to high RoB: 
small sample size, 
unrepresentative sample, no 
control group, high attrition. NOS 
score 3/10. 
BAI Beck Anxiety Intervention;33 BDI Beck Depression Inventory;34 CBCL Child Behaviour Checklist;35 CDI Children's Depression Inventory;36 ECBI Eyeberg Child 
Behaviour Inventory;38 EFT Equine Facilitated Therapy; K5 Kessler Psychological Distress Scale (5 item);39 RCT Randomised Controlled Trial; RoB Risk of bias; SDQ 
Strengths and Difficulties Questionnaire;40 SEIQoL-DW Schedule for Individual Quality of Life41 
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Table 6.3 Assessment of qualitative outcomes 
First 
author, 
year Design Comparison  Intervention Outcome Quality of evidence 
Chenhall, 
2010 
Unstructured 
interviews, 
descriptive 
analysis 
Perceived pre-
intervention social 
and emotional 
wellbeing  
Camps designed to reduce 
recidivism, build self-esteem, and 
identify and explore new 
important possibilities for youth 
through cultural activities and 
mentorship. 
The QoL tool was thought to give youths 
the capacity to aspire to new life categories 
and opportunities. This enabled mentors to 
explore the relevant life domains with the 
participants and identify strategies to make 
positive changes.  
Very low. 
Unstructured interviews, unclear 
analysis, unclear relationship between 
researchers and participants, 
descriptive reporting.  
Thorpe, 
2013 
Semi-structured 
interviews, 
thematic 
analysis 
Aboriginal and non-
Aboriginal control 
groups, perceived 
pre-intervention 
social and 
emotional 
wellbeing  
Provision of materials and 
resources to support school 
attendance (e.g. food, school 
uniforms, transport). 
Teachers believed the intervention 
increased children's social bonding within 
the intervention group and promoted 
stronger relationships with other 
Aboriginal and non-Aboriginal children. 
This, in turn, was believed to build 
children's sense of belonging within the 
school environment. 
Low.  
Unclear relationship between 
researchers and participants. 
Mathiasen, 
2014 
Author's 
observations, 
descriptive 
analysis 
Perceived pre-
intervention social 
and emotional 
wellbeing  
Lessons involving the biology of 
emotions, anger management 
and the interplay between 
emotions and behaviour. 
Students were believed to be more 
confident, less aggressive and have learnt 
"self-talk" behaviours that allowed them to 
make better decisions. 
Very low. 
Data based on a single author's 
observations, unclear analysis, 
descriptive reporting. 
Blignault, 
2016 
Semi-structured 
interviews and 
focus groups, 
thematic 
analysis 
Perceived pre-
intervention social 
and emotional 
wellbeing  
Diverse implementation and 
activities tailored to community 
needs, including art, music, 
sports, camps and multifaceted 
events aimed to improve SEWB, 
and stakeholder engagement in 
youth mental health.  
Participants were perceived to have gained 
more self-esteem, confidence, and better 
coping skills. Young Aboriginal staff 
members who participated in running the 
program also noted that they had gained 
confidence. 
Low. 
Insufficient data to support social and 
emotional findings. 
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Peralta, 2016 
Semi-structured 
interviews and 
focus groups, 
thematic 
analysis 
Perceived pre-
intervention social 
and emotional 
wellbeing  
Program coordinators worked 
with classroom teachers to 
present physical education, sport 
and health-based lessons. 
Sporting sessions were given in 
after school hours. 
Community members believed the 
program developed self-esteem as well as 
enhancing community well-being and 
pride. Children's exposure to positive role 
models was thought to promote a greater 
awareness of their own potential. Moderate. 
Whiteside, 
2016 
Semi-structured 
interviews, 
descriptive 
analysis 
Perceived pre-
intervention social 
and emotional 
wellbeing  
Four groups run consecutively 
over 10 weeks. Physical and 
cultural activities including 
playing sports, writing and 
performing music, and 
mentorship. 
Participants believed they had developed 
new coping skills including more control 
over their emotions as a result of the 
program. 
Low. 
Insufficient data to support social and 
emotional findings, unclear relationship 
between researchers and participants. 
CASP Critical Appraisal Skills program;23 QoL Quality of Life; SEWB Social and Emotional Wellbeing 
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All the programs reported an improvement in Aboriginal young people’s social and 
emotional wellbeing post-intervention. Of the studies that used a control group, one 
program involving weekly health education sessions for young people did not report a 
significantly higher improvement in social and emotional wellbeing relative to controls.26 
Two studies, one quantitative and one qualitative were rated as having ‘moderate’ 
quality evidence, the highest rating given in this review. These programs included the 
Triple P program and a sports-based program run by an Aboriginal community controlled 
organisation. Two further programs, the Family Wellbeing Program and the Equine 
Facilitated Therapy program recorded large effect sizes (Cohen’s d > .8) however the 
quality of evidence provided by both these studies was rated down due to moderate or 
high risk of bias. The studies are described below. 
6.5.4 Study summaries 
Turner et al. (2007) 
The Triple P program consisted of eight educational training sessions (.5 to 2.5 hours) for 
caregivers of Aboriginal children that focused on child management strategies. This 
version of the Triple P program was the first to be specifically tailored for Aboriginal 
families and, as such, involved Aboriginal people as facilitators and included a separate 
evaluation of cultural appropriateness. Participation in the program was associated with 
a reduction in the number and frequency of children’s disruptive behaviours (as 
measured by the Eyberg Child Behaviour Inventory, effect sizes: d=.62 to .75) and 
emotional and behaviour problems (as measured by the Strengths and Difficulties 
Questionnaire, effect size: d=.43). Participation was also associated with a reduction in 
some dysfunctional parenting techniques (e.g. overly long reprimands). Improvements in 
children’s behaviour and parenting practices were maintained at six-month follow-up, 
though only children’s behaviour, as measured by the Eyberg Child Behaviour Inventory, 
and parenting ‘laxness’ were seen to significantly improve from pre-intervention to six-
month follow-up. The small sample size may have prevented other improvements from 
being statistically significant. Anecdotally, the authors noted that some caregivers, who 
were reluctant to attend mainstream services, did so after completing this program, 
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indicating that the program removed some barriers Aboriginal families can face when 
seeking health services.43,44 
Chenhall et al. (2010) 
This evaluation assessed the impact of a camp designed to reduce risky behaviour and 
reoffending in a group of at-risk Aboriginal youths (Youth Diversion Program). The ability 
of the Schedule for Individual Quality of life (SEIQoL-DW) tool to help children to identify 
culturally specific quality of life domains was also assessed. Children attended nine-day 
camps where they participated in traditional cultural activities that were designed to 
build self-esteem, and spent time with mentors. Quality of life scores were seen to 
improve post-intervention (pre: 70.3, post: 82.6, range 0-100). Post-intervention, 
participants described a greater awareness of their own potential, and of aspects of 
their life that were important to them. 
Thorpe et al. (2013) 
This program, embedded within the Communities for Children initiative,37 sought to 
enhance the social connectedness and social capital of non-attending school children by 
providing resources (e.g. school uniforms, transportation) and social support that would 
encourage regular school attendance. The treatment group, who were living in a remote 
Queensland community, were compared against Aboriginal and non-Aboriginal children 
who regularly attended the same school and who were living within an integrated town 
community. Semi-structured interviews with family members, school staff and program 
coordinators, and quantitative data measuring children’s friendships revealed that 
children in the intervention group were seen to expand their friendships beyond their 
social group over a two-year period. These children were also observed to have 
developed greater social connectedness than other Aboriginal children who lived in 
town, over the period of the study.  
Kemp et al. (2014) 
The Equine Facilitated Program involved Aboriginal (n=8) and non-Aboriginal children 
(n=22) who had been sexually abused and included 9 to 10 90-minute sessions in which 
participants learnt basic horsemanship skills with the aid of a therapeutic team. 
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Interactions with the horses were believed to aid the therapeutic process, facilitating an 
alliance between counsellors and children in order to address issues such as trust, 
boundaries and communication. Participation in the program was associated with 
reduced internalising and externalising behaviour as measured by the Beck Anxiety 
Intervention, the Beck Depression Inventory, the Child Behaviour Checklist, the 
Children's Depression Inventory and the Trauma Symptom Checklist (effect sizes: d=.65 
to .91). Despite the sample consisting of ≤75% Aboriginal young people, this study was 
included as no statistical differences were found in efficacy between the Aboriginal and 
non-Aboriginal children on any measure. The quality of evidence was rated down due to 
the small sample size (n=30), and the unrepresentativeness of the Aboriginal sample.   
Malseed et al. (2014) 
The Deadly Choices program aimed to empower young people (11 to 18 years old) to 
make healthier choices through seven 90-minute education modules covering topics 
such as leadership, physical activity, harmful substances, and nutrition. Participation in 
the program was seen to improve children’s leadership confidence, however, this 
change was not significantly different to that observed in the control group (between 
group change: 0.42, 95% CI: -.07 to 0.93).   
Mathiasen (2014) 
This study evaluated a social and emotional wellbeing program that aimed to increase 
student’s self-esteem, self-concept and respect for others. Students attending a small 
school in remote Western Australia were given lessons involving emotional regulation 
which incorporated hands-on activities, role-playing and cartoon vignettes. Over the 
course of the program, children’s confidence, emotional regulation and socialisation 
skills were seen to improve.  
Blignault et al. (2016) 
The SAM Our Way program45 constitutes a national program incorporating a range of 
activities and educational initiatives that seek to support the social and emotional 
wellbeing of Aboriginal young people and their families. Strategies included sporting, 
cultural, music and art-based activities, and the availability of mentors and role models, 
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but were also flexible with different sites responsible for tailoring the length and focus 
of each program to their community’s needs. Outcomes included strengthened 
relationships, connection to culture, developing leadership skills and building resilience 
to stressful life events. Participants (program managers, participants and their parents, 
and community members) believed these programs improved self-esteem, confidence 
and coping skills in Aboriginal children. Aboriginal young people who were involved in 
running the SAM Our Way program also noted increased confidence as a result of their 
participation. 
Peralta & Cineli (2016) 
This sports-based program involving Aboriginal and non-Aboriginal role models 
conducted in remote communities in the Northern Territory was believed to improve 
self-esteem and promote community wellbeing. Participants also felt that the role 
models promoted children’s awareness of their own potential by showing them a “larger 
world”.  The program included physical education and health-based lessons that were 
given at school in conjunction with teachers, and during after-school sports activities. 
The authors of the study believed this to be the first evaluation of a sports-based 
program that was designed and run by an Aboriginal and Torres Strait Islander 
organisation.  
Whiteside et al. (2016) 
The Family Wellbeing Program involved an education and mentorship program tailored 
for young men at-risk of self-harm. The program incorporated sporting and musical 
activities, enabled access to educational and vocational services, and allowed young 
people to be active participants in the delivery of the program. The aim was to increase 
participant’s responsibility surrounding personal health, relationships and emotional 
wellbeing. Comparisons between pre and post-intervention assessments revealed 
reduced psychological distress scores, as measured by the Kessler Psychological 5-item 
distress scale (K5), by .73 points (d=1.02). However, the small sample size (13 
participants completed a pre and post-intervention K5 assessment), lack of a separate 
control group, and high attrition (33%) reduced the quality of evidence.  
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6.6 Discussion 
This review identified evaluated social and emotional wellbeing programs for Aboriginal 
young people, described the strategies used, and appraised the efficacy of each 
program, including the strength of evidence. Of the nine evaluated programs identified, 
all reported an improvement in social and emotional wellbeing. While the majority of 
studies were rated as having low quality evidence, primarily due to less than optimal 
research designs and moderate to high risk of bias, we note that Aboriginal social and 
emotional wellbeing research, and in particular, related intervention research, is in its 
infancy, and thus the presence of large studies with optimal research designs are rare at 
this early stage. 
The programs incorporated various methods to improve social and emotional wellbeing. 
The most common included education-based strategies, sports-based activities and the 
provision of mentors and cultural activities. Aligning with these results, a recent 
qualitative study found that Aboriginal health professionals and community members 
believed that more programs of this type could help to build resilience in young 
Aboriginal people.46  
Reflecting the multi-dimensional nature of social and emotional wellbeing, most 
programs incorporated more than one strategy. A positive finding from this review is 
that all studies reported Aboriginal community involvement in the development or 
implementation of each program. Given a history of research that is conducted ‘on’, 
rather than ‘with’ Aboriginal communities,47,48 the involvement of Aboriginal 
communities in the design and implementation of social and emotional wellbeing 
research is promising. Similarly, we note that all but one study31 employed at least one 
strengths-based outcome, in accordance with recommendations for more strengths-
based Aboriginal social and emotional wellbeing programs and evaluations.16  
The small number of studies identified, and the heterogeneous methods used to 
improve and measure social and emotional wellbeing, limits our ability to identify which 
strategies were the most effective. The highest quality evidence suggests that culturally 
appropriate parenting programs, and sports-based programs that involve role models 
are likely to improve young Aboriginal people’s social and emotional wellbeing. The 
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efficacy of a mentoring program for at-risk young men (combined with sports, cultural 
and musical activities) and equine therapy for abused children was supported by large 
improvements in social and emotional wellbeing, post-intervention. However, both 
these studies were rated as having moderate or high risk of bias.  
A history of cultural marginalisation has resulted in ongoing social inequalities between 
Aboriginal and non-Aboriginal people that are believed to significantly impact the 
wellbeing of Aboriginal families.4,49 Further, caregivers of Aboriginal children are known 
to face a greater number of stressors, the presence of which is associated with more 
emotional and behavioural problems in children.50 Given the strong influence caregivers 
have on their children’s emotional health and development,51 providing culturally 
appropriate parenting practices for caregivers may be an achievable strategy to improve 
the social and emotional wellbeing of children and their families. This finding accords 
with both qualitative and quantitative research the emphasises the importance of family 
functioning and parenting quality as crucial factors to promote good social and 
emotional wellbeing and resilience.16,46,52  
For Aboriginal young people, mentoring programs have been recommended by the 
Australian Government in order to reduce risk and improve social and emotional 
wellbeing.53 However, aligning with findings from this review, the literature surrounding 
the efficacies of different mentoring strategies for Aboriginal young people is lacking54 
and further longitudinal research involving mentoring programs has been called for.53 
Qualitative research has highlighted the importance of mentorship for good social and 
emotional wellbeing among Aboriginal children.53,55 This research highlights the 
importance of engaging community members, including Aboriginal Elders, in the 
provision of mentoring for younger Aboriginal children. Taken together, more social and 
emotional wellbeing initiatives that include Aboriginal community members who can 
provide positive role models for children are recommended.   
The inclusion of sports-based activities in social and emotional wellbeing programs 
reflects longstanding attitudes towards sport as an effective vehicle for improving health 
and educational outcomes in Aboriginal communities.56 While there is evidence that 
such programs can have positive health benefits when Aboriginal communities are 
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involved in the design and the implementation of the program, some sports programs 
have received criticism for having limited, or no Aboriginal representation.57 Given the 
success of sporting programs seen here and, in particular, the study by Peralta and 
Cinelli28 that evaluated a sports program wholly designed and implemented by an 
Aboriginal controlled organisation, the findings support the importance of Aboriginal-led 
sporting programs. 
Programs that can involve children in their culture, instilling greater knowledge and a 
deeper connection with their cultural heritage are thought to be crucial for young 
Aboriginal people’s social and emotional wellbeing.16,17 Six programs did not include 
cultural activities, for the most part, social and emotional wellbeing was not considered 
a primary outcome in these programs,24-26,32 or the program included a mostly non-
Aboriginal sample.31 There is a rich qualitative literature that connects Aboriginal 
people’s culture and connection with Country with health and wellbeing.58-60 Given this 
association, incorporating Aboriginal cultural learning, and/or time on Country, in any 
program that involves Aboriginal young people’s health and wellbeing is likely to bolster 
social and emotional wellbeing outcomes.  
While the small number of evaluated programs published in the peer reviewed literature 
is concerning, especially given the disproportionate burden of social and emotional 
wellbeing problems that Aboriginal young people experience,61 the number and type of 
studies is indicative of a promising, but nascent area of Aboriginal health research.16,62,63 
Further, it should be noted that there are a number of programs available to Aboriginal 
children that seek to improve social and emotional wellbeing that have not been 
formally evaluated.16 Given that an early evidence base for social and emotional 
wellbeing programs is still being established through small pilot studies, including those 
identified here, large scale studies with rigorous designs are unlikely to be funded at this 
stage. Additionally, evaluative social and emotional wellbeing research depends upon 
building strong research partnerships with Aboriginal communities that are likely to take 
time to establish. Further, it is not always feasible or ethical to randomise individual 
participants to treatment or control groups, particularly in Aboriginal communities who 
experience higher health burdens. Taken together, the number and type of evaluations 
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are reflective of the challenges that are inherent in Aboriginal social and emotional 
wellbeing research, and the infancy of this work.  
For policy makers and health professionals, the lack of high-quality evidence for 
improving social and emotional wellbeing in Aboriginal communities represents a barrier 
to efforts to close the gap. Furthermore, without a greater number of high quality 
program evaluations to guide work in this area, the expenditure involved with designing 
and implementing untested initiatives may not lead to improvements in wellbeing, 
wasting resources and potentially harming the Aboriginal community.63 In order to 
address this issue, program designers and funders may wish to give greater 
consideration to the inclusion of evaluation methods at early stages of the program 
development. This should involve consultation with the Aboriginal community early and 
often to ensure the validity and cultural appropriateness of the evaluation. Additionally, 
given the widespread inequalities between Aboriginal and non-Aboriginal people, large-
scale initiatives that target families or communities may have a greater impact than 
programs that are more individualistic in focus. This review highlights a number of 
promising strategies that may be possible to scale up to in order to provide effective 
social and emotional wellbeing programs with greater scope. Further, the strong desire 
for, and evidence supporting community initiatives that apply principles of Aboriginal 
knowledge and involvement provides an opportunity for policy makers to target 
education, health and employment gaps by committing more funds towards the 
education and training of the Aboriginal healthcare workforce. Such investment has 
been named as a key priority for NSW Health and has been shown to be successful at 
training and retaining workers.64 Healthcare programs could be expanded to incorporate 
more social and emotional wellbeing outcomes by providing greater funding to train 
Aboriginal community members to advise or deliver youth programs as role-models and 
leaders in their community.  
Due to time constraints, the search strategy did not include programs published in the 
grey literature. This is a limitation as many reports on Aboriginal programs, including 
program evaluations, are commissioned by government or non-government health 
agencies and may not be published in the peer reviewed literature. It is therefore likely 
that a significant proportion of the existing evaluations were not identified. While this is 
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a limitation of this paper, it is also a potential issue in the way that Aboriginal health 
data is disseminated. Given that many health professionals and researchers access 
Aboriginal data via peer reviewed articles, important information about children’s social 
and emotional wellbeing may be missed, impeding the formation of an evidence base 
from which new strategies may be designed and implemented. Further, aiming to 
publish evaluative research in peer-reviewed journals helps to ensure a high standard of 
reporting and research design. We acknowledge that, given the relative infancy of 
Aboriginal social and emotional wellbeing research, the GRADE guidelines may have 
limited relevance in this space, particularly when adapted for qualitative studies. We 
note that the relatively short time frame (2007 to 2017) limits the number of studies 
identified. A further limitation is that our inclusion criteria did not take into account 
some aspects of social and emotional wellbeing, including drug and alcohol use.  
Despite a greater prevalence of mental health concerns in the Aboriginal population, 
services that aim to improve the social and emotional wellbeing of young Aboriginal 
people are often perceived to be lacking.14 A number of promising initiatives have been 
developed, including culturally appropriate parenting, mentoring and sports-based 
programs. However, the small number of evaluated programs identified, and the low 
quality of evidence provided prevents a more thorough understanding of what works to 
improve the wellbeing of young Aboriginal people. Greater commitment from funding 
bodies and policy makers has the capacity to implement more rigorous evaluations and 
to build an evidence base that can to drive effective social and emotional wellbeing 
programs, improving the lives of Aboriginal young people, and helping to close the gap.  
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 Chapter 7 – General Discussion  
7.1 Overview of research 
This thesis sought to generate new knowledge about Aboriginal resilience within an 
urban Australian setting. The research component began with a broad scope, 
systematically reviewing what was known about psychosocial correlates of mental 
health and resilience among Indigenous children living in countries that share a history 
of European colonisation. This was followed by a mixed methods investigation of urban 
Aboriginal children’s resilience, including potential methods to enhance resilience. The 
factors associated with resilience amongst caregivers of Aboriginal children and their 
exposure to stressful events were then assessed. To conclude, a systematic review of 
peer reviewed studies that evaluated programs designed to enhance social and 
emotional wellbeing among Aboriginal young people, was conducted. This research 
offers important insights into the adversities Aboriginal children and their caregivers 
experience, the factors associated with resilience within this setting, and the current 
state of evidence for programs that can build social and emotional wellbeing, including 
resilience in Aboriginal young people. Together, this thesis provides a comprehensive 
body of work to underpin the development of culturally appropriate policies and 
programs designed to enhance the resilience in Aboriginal children and their caregivers. 
Specifically, the aims were: 
1. Identify psychosocial factors associated with the mental health of Indigenous 
children who share a common history of European colonisation (Chapter 2) 
2. Investigate and describe children’s resilience within an urban Australian 
Aboriginal context, including the prevalence of resilience, factors that are 
associated with fostering resilience, the processes whereby resilience manifests, 
and potential strategies to enhance resilience (Chapters 3 and 4) 
3. Investigate the prevalence of resilience and stressful life events among caregivers 
of Aboriginal children and identify psychosocial, health and demographic factors 
associated with resilience (Chapter 5) 
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4. Review current evidence surrounding what works to improve Aboriginal 
children’s social and emotional wellbeing and resilience (Chapter 6) 
7.2 Summary of key findings and contributions 
Addressing the first aim, Chapter 2 presents the first systematic review to investigate 
associations between psychosocial factors and mental health outcomes in Indigenous 
children living in Australia, the United States (US) and Canada. Using the Grades of 
Recommendation Assessment, Development and Evaluation (GRADE) guidelines, the 
highest quality evidence supported an association between children’s family cohesion 
and mental health. The results also reflect the positive effects of self-esteem,1,2 
optimism,3 and supportive peer relationships4,5 on children’s mental health, and the 
negative impact of substance use,6,7 adverse events8 and discrimination9,10 that are 
widely reported in child development research. Socioeconomic status and children’s 
identification with Indigenous culture, variables often associated with mental health in 
non-Indigenous children11,12 and in qualitative studies involving Indigenous children,13-16 
were both found to have inconsistent associations with mental health. While there is 
good evidence that low socio-economic status accounts for a significant proportion of 
the health gap between Aboriginal and non-Aboriginal people,17 the association 
between socio-economic status and health within Aboriginal communities has been 
shown to be less consistent,18 potentially due to less socio-economic variation within 
these communities. 
There is a rich literature that documents the influence that caregivers have on their 
children’s development and wellbeing.19-22 The results outlined in Chapter 2 add to this 
knowledge by providing evidence that strongly supports the importance of stable 
families, caregiver’s psychological functioning and good familial relationships on 
Indigenous children’s mental health. These results align with qualitative studies that 
emphasise the importance of strong family relationships for Aboriginal children’s social 
and emotional wellbeing.15,23,24 Amidst growing calls for more strengths-based 
Indigenous health research,25-28 this review highlights the lack of strengths-based studies 
in Indigenous mental health research within Australia, Canada and the US. Furthermore, 
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the small amount of quantitative mental health research conducted in these nations 
does not appear commensurate with the health needs of Indigenous children.29,30  
Chapters 3 and 4 provide a mixed methods approach to Aboriginal resilience research. 
This consisted of interviews with Aboriginal health professionals and community 
members (Chapter 3), and a cross-sectional analysis of the SEARCH adolescent data that 
assessed the association between protective factors, identified from the interviews, and 
resilience (Chapter 4). Community members and health professionals emphasised the 
importance of stable, supportive family environments, social support and cultural 
identity for building resilience in young people. Additionally, the provision of community 
programs that could engage children in their culture, offer opportunities to develop self-
esteem through sports or other recreational activities, and offer holistic support services 
for the whole family were thought necessary. Three factors were quantitatively 
associated with resilience: social support, family educational support, and regular 
strenuous exercise. Cultural knowledge and satisfaction with recreational activities were 
not seen to be associated with resilience in these quantitative models. 
The agreement between community opinions and the quantitative findings from 
SEARCH adolescents provides robust data supporting the importance of social support, 
having a family that is engaged in children’s education, and regular exercise, on urban 
Aboriginal children’s resilience. Additionally, findings from both studies suggest that 
Aboriginal children display remarkable resilience during often challenging circumstances. 
The results accord with findings from Chapter 2 that emphasise the importance of stable 
and supportive families for good mental health and resilience. Participant’s beliefs that 
resilience is developed through positive social influences and personal empowerment, 
align with Hopkins et al. who found that higher self-esteem and the presence of a 
prosocial friend was associated with resilience in a large study of Aboriginal children,31 
and Thomas (unpublished PhD) who found that social support predicted resilience in the 
presence of high levels of stress.32 The protective function of family support and having 
someone to talk to during difficult times is reflective of the importance of Aboriginal 
family and community relationships and their influence on good health and 
wellbeing.14,15,33,34  
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Aligning with Hopkins et al.,31 cultural knowledge was not seen to be associated with 
resilience in the quantitative study (Chapter 4), perhaps due to difficulties in measuring 
this complex construct quantitatively. Additionally, this study did not measure levels of 
adversity. It is possible that greater cultural knowledge may have offered a protective 
effect that is more apparent in the presence of adversity, and thus was less likely to be 
detected given the methodology used. Children’s cultural knowledge and cultural self-
concept were believed to be important components of resilience, as explained by 
Aboriginal health professionals and community members (Chapter 3). Given the body of 
qualitative work that links Indigenous cultural factors to good mental health,13-16,35 and 
the beliefs of the Aboriginal people who participated in this study, the results are 
interpreted as providing support for the importance of cultural factors in building 
resilience, despite the lack of a statistical association with cultural knowledge in Chapter 
4.  
The perspectives of Aboriginal people described in Chapter 3 provide an insight into the 
processes that may underlie childhood resilience in this setting. This included children’s 
knowledge of positive pathways (e.g. via positive role models) and the self-belief 
(fostered through activities and relationships that build self-esteem) to follow these 
pathways in order to achieve a desired goal. Together, these factors were thought to 
enable children to make positive decisions that align with their goals in the presence of 
challenging circumstances. Such decisions were thought to be indicative of resilience. 
The importance of gaining a deeper understanding of resilience processes has been 
emphasised in the literature36 and is important for policy and programs that aim to 
boost resilience.37 Given the success of programs that raise awareness of healthier 
behaviours, and seek to empower Aboriginal youths,24,38,39 more initiatives that can do 
both are potentially needed, and were desired, by the Aboriginal people in SEARCH 
communities. 
The third aim was explored using SEARCH caregiver data (Chapter 5). This study is the 
first to quantitatively assess the resilience of caregivers of Aboriginal children. Most 
caregivers displayed resilient psychological functioning despite the presence of high 
levels of stress, which was often related to family members’ poor health. The results 
showed that the absence of alcohol problems in the home, children’s behavioural 
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problems or any functional health limitation increased caregiver’s likelihood of being 
resilient in the presence of heightened stress. While proportionally few caregivers 
reported experiencing these problems (7% to 16%), recent research has shown that the 
prevalence of each is higher in Aboriginal people than non-Aboriginal people.40-42 
Similarly, our results confirm the elevated levels of stress caregivers of Aboriginal 
children experience, as reported in the Western Australian Aboriginal Child Health 
Survey (WAACHS).43 This study highlights both the resilience of caregivers, but also the 
detrimental additive effects of high levels of stress on poor health or unstable home 
environments. Considering the findings from Chapters 2 and 3 that emphasise the 
impact of caregiver’s mental health on children’s wellbeing and resilience, reducing any 
of the identified risk factors, or stress, is likely to provide mental health benefits to 
caregivers that may carry down to their children. Given evidence that these factors (i.e. 
poor physical health and alcohol problems) are largely attributed to higher order 
determinants of health, such as low socioeconomic status and cultural 
marginalisation,44-46 policy with the vision, commitment and capacity to address these 
issues is likely to make the most impact on caregiver’s resilience and psychological 
wellbeing. 
Addressing the fourth aim, Chapter 6 presents a systematic review of peer reviewed 
studies that evaluated social and emotional wellbeing programs for Aboriginal young 
people. Of the nine studies identified, all reported an increase in children’s social and 
emotional wellbeing post-intervention. In agreement with the types of programs 
Aboriginal people nominated as likely to build resilience in children (Chapter 3), most 
programs used a combination of education, sports and cultural activities, and 
mentorship/role-modelling. Similarly, programs that aimed to raise children’s awareness 
of their own potential and promote self-esteem reflect the views of Aboriginal 
participants discussed in Chapter 3, and the consistent association between self-esteem 
and good mental health presented in Chapter 2. While the Triple P parenting program 
was conducted with a small sample from one Aboriginal community, the promising 
results offer a potential initiative to improve resilience, given that the presence of 
children whose behaviour placed a large burden on the family was one factor associated 
with less resilience in Chapter 5. The small number of evaluation studies found in the 
 
 
Chapter 7 
240 
 
peer reviewed literature accords with the findings of previous reviews of Aboriginal 
health programs,47,48 including those focusing on social and emotional wellbeing.49,50 An 
appraisal of the evidence using adapted GRADE guidelines rated most studies as low 
quality, however, this is indicative of the nascent state of Aboriginal social and 
emotional wellbeing research, and of the research challenges inherent in this area.49,51,52 
The results of this review highlight the potential of programs that are designed and 
implemented with Aboriginal communities, and the need to develop a more thorough 
evidence base to support social and emotional wellbeing in Aboriginal children. 
7.3 Strengths and limitations 
The strengths and limitations of this thesis are presented below. The strengths and 
limitations of each study are also discussed in detail in Chapters 2 to 6.  
7.3.1 Strengths 
This research has been undertaken as part of the SEARCH study, and therefore has 
involved Aboriginal people at every stage of the research process. Resilience was initially 
identified as a research priority through extensive consultation with the Aboriginal 
community. Consequently, the work presented here aligns with the research priorities of 
the Aboriginal communities that are SEARCH partners. Further, SEARCH is the largest 
cohort study of urban Aboriginal people in Australia and includes extensive data 
collected from Aboriginal children and their caregivers in four urban and regional 
centres in NSW. 
This thesis contains two novel studies, a systematic review that assessed the association 
between psychosocial factors and mental health outcomes in Indigenous children living 
in high income countries (Chapter 2), and a cross-sectional assessment of resilience 
among caregivers of Aboriginal children (Chapter 5). Given the paucity of research 
investigating Aboriginal resilience, this thesis contributes knowledge to a small but 
growing area of research. Further, the mixed methods research adds depth to our 
understanding of factors that promote resilience. While mixed methods research has 
been used in Aboriginal adult53 and adolescents’32 resilience research, this the first study 
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to explicitly identify protective factors though qualitative research and then 
quantitatively test these relationships.  
7.3.2 Limitations 
With the exception of the evaluation data presented in Chapter 6, almost all of the data 
presented in this thesis is derived from cross-sectional, observational research, and no 
longitudinal data was used to measure resilience. This is a limitation as longitudinal 
studies can provide greater insights, including providing quantitative evidence for 
potential causal processes that drive resilience. Almost all of the data is based on self-
report, which can be susceptible to bias, including socially desirable responding.54,55 
While the amount of literature investigating resilience is steadily growing, literature 
searches undertaken before writing the reviews presented in Chapters 2 and 6 revealed 
a very small amount of published resilience research that would have been eligible for 
inclusion given the criteria employed in either chapter. A decision was taken that the 
small amount of resilience research identified which met study criteria did not constitute 
a sufficient amount from which to glean reliable learnings. Therefore, it was decided 
that the focus of the systematic reviews would not be resilience itself, but rather mental 
health outcomes and resilience (Chapter 2), and social and emotional wellbeing (Chapter 
6), which is known to be closely related to resilience. While SEARCH provides 
comprehensive data from four ACCHSs in NSW, this data may not be representative of 
the broader urban Aboriginal population, and the results may not extrapolate to 
Aboriginal people from other areas. 
It is also important to note that in this thesis positive adaption is generally assessed 
through the broad domains of good mental health and behaviour. However, positive 
adaption may be measured using outcomes from a number of alternative domains, such 
as education, employment, socioeconomic status and physical health. Thus, it is possible 
that the protective factors discussed in this thesis may not promote resilience in other 
domains. Similarly, Aboriginal people who did not display resilience in this study may 
also display resilience in other areas that are important to Aboriginal communities. For 
example, previous research has shown that, for caregivers of Aboriginal children, the 
strength of children’s relationships within the immediate and wider family may be a 
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more valued indicator of wellbeing than the strength of their peer relationships.56 For 
children, at least, the perspectives of Aboriginal community members regarding resilient 
outcomes appeared to closely match the domains that were measured in this thesis.  
The methods used to measure resilience in Chapter 5 contain a number of limitations 
that warrant further discussion here. To begin, adversity was measured using a 
cumulative count of fourteen common stressors that caregivers may have been exposed 
to in the previous 12 months. Participants who had experienced three or more stressful 
events were considered to have faced significant adversity. This may introduce error as 
the impact of each of the stressors is equivalised, and therefore an additive effect is 
assumed. This assumption ignores the timing of events, and the interactive nature of 
concomitant stressors. Further, given the limited nature of the stressful life events scale, 
other, potentially more stressful events, may not have been captured. These limitations 
increase the likelihood of classification errors. As previously noted, the measurement of 
individual levels of adversity is a challenge inherent in resilience research. The methods 
used in Chapter 5 were based on previous research that found three or more stressful 
life events within the past 12 months was related to a number of psychological and 
social problems.57 While classification errors may have occurred, it is likely that 
participants who experience three or more stressful events were exposed to adversity 
that increased their risk of psychological distress, and thus the absence of distress in this 
context is indicative of resilience. This assumption is supported by the results of the 
interaction models which showed that the number of stressful events was associated 
with higher psychological distress irrespective of resilience status. 
The measure of positive adaption used in this study involved the absence of 
psychological distress, as assessed by the Kessler Psychological Distress Scale (K10). This 
provides a limited measure of positive adaption that may exclude other domains of 
social and emotional wellbeing that are important to Aboriginal people. Thus, it is 
possible that the resilience status of some Aboriginal people may have be misclassified, 
according to the methods used in Chapter 5. While the risk of misclassification is 
undesirable, the misclassification error almost always results in bias results towards the 
null58 and therefore the measures of association (odds ratios) are likely to 
underestimate the association between independent variables and resilience. For this 
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reason, it is unlikely that misclassification error within this study would have greatly 
altered the conclusions. 
7.4 Implications for policy and practice 
As has been discussed in this thesis and in the wider literature, Aboriginal people are 
known to face heightened levels of adversity.44,59 The findings suggest that in the 
presence of adversity, Aboriginal children, adolescents and their caregivers are 
remarkably resilient. However, longstanding disparities between Aboriginal and non-
Aboriginal health outcomes indicate that, even with the resilience of Aboriginal people, 
a more concerted focus and commitment from the Australian Government is required to 
reduce the unequal risks Aboriginal people are exposed to. For Aboriginal children and 
their caregivers, the risks identified in this research are associated with historical and 
ongoing inequalities between Aboriginal and non-Aboriginal people, such as socio-
economic disparities and the disempowerment of Aboriginal people through cultural 
marginalisation and discrimination.44 For Aboriginal communities, the historical and 
contemporary effects of racism and discrimination are seen to impact mental health 
directly,60 and also through socio-economic factors such as poor housing and 
unemployment,61-63 and related social problems such as substance abuse and domestic 
violence.64 While family programs developed for Aboriginal children and their caregivers 
may be able to mitigate some of these risks, without addressing the widespread 
inequalities Aboriginal people face, the benefits of such programs are likely to be 
limited. Enabling equal access to the social determinants of health is likely to have the 
largest impact on Aboriginal wellbeing and resilience, and is the principle 
recommendation that this thesis offers.  
Policies that can enhance the resilience of Aboriginal families can also help safeguard 
Aboriginal families against unequal risk exposure. The results of this study offer three 
further suggestions for policy makers and health professionals in order to build 
resilience in Aboriginal families. These are: 
• More culturally appropriate initiatives that can support strong, cohesive and 
stable Aboriginal families  
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• More youth activities aimed at building resilience 
• More rigorous evaluations of the policies and programs implemented in order to 
build a strong evidence base to drive change 
7.4.1 More initiatives that can support Aboriginal families  
For both Aboriginal children and their caregivers, the central message from this thesis is 
that stable, cohesive families build resilience. As has been presented in the results, and 
in the extant literature, Aboriginal families face disproportionate amounts of stress.64,65 
The historical removal of Aboriginal children from their families,53,66 current-day rates of 
child removal that are seven times higher for Aboriginal families,67 discrimination,45,68 
socio-economic pressures,69,70 and unacceptable gaps in health and life expectancy,71 
amount to serious risks to family stability that can prevent nurturing environments from 
which children can develop resilience.  
A number of programs have been implemented to support Aboriginal families living in 
urban areas, including the family wellbeing and parenting programs discussed in Chapter 
6.72,73 In New South Wales, the Department of Family and Community Services (FACS) 
provides programs for Aboriginal families such as the Aboriginal Child, Youth and Family 
Strategy,74 and other population-based programs such as the Brighter Futures 
program,75 and the Child Youth and Family Support (CYFS) program.76 These programs 
offer a combination of support strategies for caregivers, including family workers who 
can refer caregivers to additional health services, parenting programs and playgroups for 
young children. Additionally, a number of other smaller Aboriginal-specific programs 
have been developed.77 
While the presence of such programs is encouraging, the higher prevalence of problems 
that affect Aboriginal families, including mental health issues, substance abuse and 
children’s disruptive behaviour suggests more needs to be done to support caregivers 
and their children.78 Initiatives such as the Child Youth and Family Support and the 
Brighter Futures program provide some assistance, but are designed for children who 
“fall below the threshold for statutory child protection intervention”76 or are at “high 
risk of entering or escalating within the statutory child protection system”.75 The 
availability of more services that can prevent families from reaching crisis points where 
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Aboriginal children are at risk of requiring child protective services is warranted. Further, 
Aboriginal families are known to face a number of barriers that can reduce health 
service use. 79,80 These include the lack of culturally appropriate services, lack of 
transportation, communication difficulties and a sense of shame associated with seeking 
help for health problems.81-83 While culturally appropriate programs such as those 
offered through local ACCHSs are available in some areas,84 these programs face 
challenges, including the lack of adequate and long-term funding.85 Providing 
sustainable, continuous, accessible and Aboriginal-led programs is likely to promote 
services with the power to reach Aboriginal families that most require them. 
Given the link between the poor health of caregivers and their families and resilience, 
the availability of more initiatives that seek to improve health outcomes (such as 
programs that raise the awareness of chronic disease, improve health literacy and 
support healthy lifestyles)86-88 appears a prudent strategy to improve resilience, and 
both physical and mental health within Aboriginal communities over the long-term. 
Considering the younger age of Aboriginal parents, and the higher prevalence of sole 
parent households,89 scaling up promising initiatives like the Triple P Parenting 
program,90 that have been adapted for Aboriginal caregivers, appears a potential 
strategy to improve the social and emotional wellbeing of caregivers and their children. 
However, as previously mentioned, initiatives such as parenting and healthy living 
programs are likely to be ineffective if the fundamental needs of families are not being 
met (i.e. in the presence of food insecurity, sub-standard housing and unsafe domestic 
and community environments). Addressing these needs should be the first priority of 
programs aimed at supporting Aboriginal families.   
7.4.2 More youth programs aimed at building resilience 
Aboriginal health professionals and community members expressed a clear desire for 
more initiatives that aimed to foster resilience in Aboriginal children (Chapter 3). 
Currently, early intervention mental health programs such as Got It!91 and Kids Matter92 
are available in some schools, with an adapted version of Got it! currently being 
implemented in some areas for Aboriginal children.93 While promising, the efficacy of 
these program for Aboriginal children is yet to be established. Programs and models that 
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seek to build childhood resilience, such as The Resilience Project94 and The Resilience 
Doughnut,95 are aimed at the general population and their appropriateness and 
effectiveness for Aboriginal children is unknown. Given the cultural differences between 
Aboriginal and non-Aboriginal children, and the importance of cultural identity in 
developing resilience, programs that are designed specifically for Aboriginal children are 
more likely to be effective. 
The results suggest that programs that can offer one to one support (e.g. from role-
models and mentors), and group programs that can build self-esteem, enhance social 
relationships and improve the physical health of Aboriginal children may be useful. The 
results of this thesis further stress the importance of sustainable, culturally safe services 
that are Aboriginal-led and include activities that promote greater cultural awareness for 
children. An example of this type of initiative is ‘Clean Slate Without Prejudice’,96 a 
community run exercise program that has demonstrated “enhanced resilience of 
communities and at-risk groups”97 in Sydney’s Redfern, which has a high percentage of 
Aboriginal families. The program offers early morning exercise classes, Aboriginal and 
non-Aboriginal role models (including police officers) and counselling for Aboriginal 
young people. While not formally evaluated, the large reduction in juvenile robberies 
seen in its first year of running has been attributed to the initiative.98 This program 
offers one example of a promising initiative that, if scaled up, may have the capacity to 
build youth resilience in other Aboriginal communities. 
7.4.3 More rigorous program evaluations 
While programs that can support resilience in Aboriginal children and their caregivers 
are desired, funding such programs without evaluating their impact prevents a greater 
understanding of the efficacy of individual strategies. Further, the absence of formal 
evaluations limits the evidence base from which programs with a wider scope can be 
implemented and can lead to the needless waste of resources. A recent review of 
Aboriginal programs revealed that only 88 of 1082 (8%) had been evaluated.48 Further, a 
2017 Centre for Independent Studies report found that 3 out of 49 evaluated programs 
to improve outcomes for Aboriginal people (i.e. crime, health, housing, jobs and 
education) met criteria for strong methodology. The report made a number of 
 
 
Chapter 7 
247 
 
recommendations, including embedding evaluations into the program’s design, ensuring 
Aboriginal people are involved in the design and implementation of evaluations, 
including clear and measurable objectives, and developing an accountability framework 
to ensure data is being used to build an evidence base and inform practice.99 
The small number of evaluations of Aboriginal health and wellbeing programs has also 
been noted in the wider Aboriginal health literature.100-102 For example, a recent review 
of youth social and emotional programs found 15 of 41 had been formally evaluated.49 A 
further review of Aboriginal social and emotional wellbeing programs found that the 
small number of program evaluations that met criteria for inclusion in a systematic 
review made it “impossible to articulate what might be considered evidence-based 
practice in this area”.50  Of the 16 programs that were assessed using the Maryland 
Scientific Methods Scale, only three indicated the use of quasi-experimental or 
experimental research designs.  
The results presented in Chapter 6 also reflect the small number of social and emotional 
wellbeing programs which have had evaluations published in the peer reviewed 
literature, and the preliminary nature of most of these. While this is reflective of the 
nascent and growing area of social and emotional wellbeing research,49 more 
commitment from policy makers to fund evaluations that include rigorous designs is 
clearly needed. Embedding evaluations into the program design and planning more 
rigorous evaluations, where possible, is suggested in order to create an informative 
evidence base. While it is not always feasible or ethical to randomise individual 
participants to treatment or control groups, other suitable methodologies may be 
available. The inclusion of stepped wedge or cluster RCTs has been suggested as 
potentially appropriate designs when treatment is allocated via large sites such as 
community health services.47 For programs that are relatively new, and for which it may 
be inappropriate to fund resource-intensive experimental designs, considerations 
regarding sample size and power, the use of culturally validated assessment tools, 
systematic analysis of qualitative data, and clear reporting are likely to improve the 
quality of evidence. Evaluations that are pre-planned for peer reviewed publication may 
be more likely to adhere to stricter methodological and reporting standards, as well as 
increasing the visibility of the research for the wider research and health community.  
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7.5 Areas for further research 
Resilience research has been described by Masten as consisting of four ‘waves’, each 
wave representing a historical advance in the study of resilience.37 The first wave 
consists of descriptive research, subsequent waves relate to the identification of 
resilience processes, resilience interventions, and research that links epigenetic and 
neurobiological processes with behaviour. Currently, research involving the resilience of 
Australian Aboriginal people is scarce and falls largely into Masten’s first wave of 
descriptive research. Studies that can identify the processes that build Aboriginal 
resilience appear to be the next promising area of Aboriginal resilience research. 
Qualitative research that can capture the perspectives of Aboriginal communities as well 
as quantitative measures of resilience are likely to be useful in future explorations of the 
processes that support Aboriginal resilience. While more difficult to implement, 
longitudinal designs offer significant advantages to resilience research, including 
identifying the trajectories of positive adaption, and the influence of contexts and 
resources over time. Findings from these studies may be used by Aboriginal 
communities and researchers to inform strategies to enhance resilience.  
As previously noted, this thesis largely focuses on a narrow range of outcomes (mental 
health and behaviour) measured at one time point. However, research has shown that 
resilience is likely to be a dynamic, multi-faceted construct that is associated with 
experiences that occur throughout the entire life course.103 For example, early coping 
experiences that are indicative of resilient have been shown to increase physiological 
markers of chronic stress in later life.104 Future research should take into account 
multiple domains in which resilience may occur, as well as investigating the biological 
cost of early resilience in Aboriginal children. Such research may be crucial in order to 
design early intervention programs that can promote healthy outcomes that continue 
into adolescence, early adulthood and beyond. As noted in Chapter 6, research that can 
evaluate social and emotional wellbeing programs is needed to establish an evidence 
base for effective health and wellbeing services for Aboriginal youths.  
7.6 Conclusion 
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This thesis provides the first investigation into the resilience of both Aboriginal children 
and their caregivers living in urban NSW. Given the greater amount of adversity that 
Aboriginal people experience, the findings suggest that Aboriginal families are 
remarkably resilient. However, resilience is not commensurate with invulnerability. The 
increased burdens that Aboriginal families endure due to the historical and ongoing 
marginalisation of their culture can disrupt the stable, cohesive family environments 
that predict resilience in caregivers and their children. Addressing unequal living 
conditions, discrimination, and socio-economic and health disparities remains a priority 
if real progress is to be made in closing the gap. Programs that can support families and 
provide opportunities for children to develop resilience are also needed. Early 
intervention programs that can empower Aboriginal children to make healthy decisions 
through greater cultural identity and self-esteem, and easily accessible family-centred 
programs that can improve physical health and domestic stability, are likely to increase 
resilience amongst Aboriginal families. More commitment from funding bodies to 
rigorously evaluate the efficacy of programs that aim to enhance the strengths inherent 
in Aboriginal families are needed to achieve this goal. In doing so, Aboriginal people may 
come to view resilience more as a strength – and less as a necessity. 
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Appendix A – Supplementary Material for Chapter 2 
A.1 Search strategy  
1. indigenous populations 
2. first nation.mp. 
3. maori.mp. 
4. american indian$.mp. 
5. native hawiian.mp. 
6. metis.mp. 
7. native american.mp. 
8. aborigin*.mp. 
9. Torres Strait Islander?.mp. 
10. indigenous.mp. 
11. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10  
12. child*.mp. 
13. adolesc*.mp. 
14. teen$.mp. 
15. student*.mp. 
16. youth.mp. 
17. 12 or 13 or 14 or 15 or 16 
18. wellbeing/ or positive psychology/ or "quality of life"/ 
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19. mental disorders/ or mental health/ 
20. mental health.mp. 
21. exp Adolescent Psychiatry/ 
22. exp Child Psychopathology/ or exp Child Psychiatry/ or exp Child Psychology/ 
23. exp Anxiety Disorders/ or exp Separation Anxiety/ or exp Anxiety/ or exp Social 
Anxiety/ 
24. internali*ing.mp,hw. 
25. externali*ing.mp,hw. 
26. behavioural.mp,hw. 
27. conduct disorder.mp. or exp conduct disorder/ 
28. oppositional defiant disorder.mp. or exp oppositional defiant disorder/ 
29. anxi*.mp. 
30. depress*.mp. 
31. 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 or 30 
32. exp Psychological Endurance/ or exp Coping Behavior/ 
33. protective factors/ or *prevention/ or *"resilience (psychological)"/ 
34. risk factors/ or *causality/ or *psychosocial factors/ or *risk assessment/ or 
*sociocultural factors/ 
35. risk factor?.mp. 
36. protective factor?.mp. 
37. compensatory.tw. 
38. determinent.tw. 
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39. 32 or 33 or 34 or 35 or 36 or 37 or 38 
40. 11 and 17 and 31 and 39 
41. limit 40 to (peer reviewed journal and human and english language and yr="1995 -
2016") 
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Appendix B – Supplementary Material for Chapter 3 
B.1 Interview guide 
Preamble 
“Some children tend to do well despite problems they may face, that is, they appear to 
be ‘resilient’. We’re interested in any thoughts you may have about what helps these 
kids do well. We’d like you to think back on your experiences as a child, you may also 
like to think about your own children and/or children you know well.” 
Positive adaption/adversity 
1. What are some important signs that Aboriginal kids in your community are doing 
okay? What, specifically would you look for? 
Prompt: what attitudes or behaviours might you see/not see? 
2. a. What do you see as some of the challenges facing Aboriginal children or young 
people in your community?   
b. Do you think these are different to the challenges facing non-Aboriginal children or 
young people? In what ways are they different? 
Personal resilience  
3. a. Thinking about your own childhood, what sorts of things helped you cope with 
challenges you may have experienced?  
b. How did this help you? Have these experiences influenced you as an adult? How? 
c. What things were most helpful when you were a younger? When you were a 
teenager?   
Resilience in the community 
4. a. What do you think helps Aboriginal kids in your community do okay despite 
the challenges they face?  
 
 
Appendices 
267 
 
Prompt: what aspects of a child’s community/family/personality might help them 
do well? 
b. Which of these do you think is the most important? 
c. Are there differences in the things that may help younger children compared to older 
children? What about for boys and girls? 
Potential programs/services 
5. a. For Aboriginal children who are facing lots of challenges, what sort of 
programs or services do you think could be developed to help them to do well? 
What might these programs look like, what would be some important features? 
Prompt: how might this program incorporate your previous thoughts about what makes 
Aboriginal kids do well?  
b. Who would you like to see involved in running these types of programs? 
c. Have you seen something similar that has worked? What were the 
best/worst parts of this program? 
Thank You! 
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B.2 Illustrative quotes 
Theme Illustrative quotation 
Withstanding risk 
Displaying 
normative 
development 
“I can see the change in these kids now because: one, they’re stable; 
two, they’ve got attention. They are meeting their milestones, 
whereas before, they weren’t.” (Female, 50’s) 
 
“Education is a huge thing for resilience. Are they going to school?  
Are they enjoying it? How are they interacting with other people, 
connecting to their family?" (Female, 18-29 years) 
Possessing 
inner 
fortitude 
"I drew on the strength that I didn't want my children to go through 
what I went through, so that was my drive.” (Female, 40's) 
 
“For a lot of people, it does have to be learned [resilience]. But for 
myself; I know that I just have it.” (Female, 20’s) 
Adapting to adversity  
Necessary 
resilience  
“I think that sometimes Aboriginal children are probably resilient in 
all the wrong ways. They skip that part of being a kid and they go 
right from being a young person and having to deal with certain 
things.” (Female, 20’s) 
 
It made me think how much energy and brain power it takes to be 
resilient. How many more of our mob could of been superstars, 
instead we are becoming the experts in trauma. (Female, 40's) 
Masking inner 
vulnerabilities  
"When I look back on my life and what people said to me, they always 
saw me as strong or doing well, yet internally I didn’t feel that way." 
(Female, 40's) 
 
 
Appendices 
269 
 
 
"I think people don't realise how bad things can be for some people.  
That people can hide it.  They can hide a lot.  To think that someone 
their age has gone through school and everything has slipped; he 
can't read, he can't write." (Female, 40's) 
Positive social influences  
Secure family 
environments 
"I felt safe (at home), and I think that’s why I probably didn’t go out 
of line. If I didn’t have a safe home and then there were issues – I'd 
easily go the other way.” (Female 40's) 
 
"If children have learned the structures that they can have in their 
lives, even though their family may be under great stress, they’ve got 
that support that builds resilience.” (Female, 50's) 
Role-
modelling 
healthy 
behaviours 
and 
relationships 
“The role models in my life, I think that's taught me to be resilient. I 
had faced racism when I was growing up but It didn't really worry me 
because I knew otherwise.”  (Female, 20's) 
 
"I'm a good role model for my daughter.  She sees me working. She’s 
only four, but she always talks about work and, "When I get older, I 
want to work at your work, mum”. So I think I’m setting a good 
example for her.  I think I’ve stopped the cycle at me, hopefully." 
(Female 50's) 
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Instilling cultural identity 
Investing in 
Aboriginal 
knowledge  
“I find that those kids that are very strongly connected and can 
identify strong in their Aboriginality and their heritage, they’re the 
ones that are far more resilient.” (Male, 30’s) 
 
"Those stories and that knowledge, passed down from generation to 
generation, highlight those strengths that children will grow up 
strong and connected." (Female, 40's) 
Building a 
strong 
cultural self-
concept  
“Kids that show resilience, you can feel that they’re really connected 
to their identity. Some of the kids take strength in knowing that that’s 
a practise we’ve had for many years, and that’s the strength that we 
rely on as well.” (Male, 30’s)   
 
"It’s something that’s most certainly helped me in terms of knowing 
strength from my identity, knowing who my family are, the extended 
family, and knowing the grassroots of my family, knowing my 
heritage and the link to country.” (Male, 60's) 
Community safeguards  
Offering 
strategic, 
sustainable 
services  
“Having an Aboriginal case worker helped because he understood 
where I was coming from. He was supportive and was always pushing 
me to do the right thing in life. It’s a pretty big help, if I didn’t have 
them, I’ll probably be in a lot more trouble than I was in.” (Female, 
20’s) 
 
"Look, when they start those programmes, they only go for so long 
and then they cut them off." (Male, 50's) 
Holistic 
support 
"You can remove that young person but we're still putting him back 
into an unfixed home, a broken home. Our biggest struggle is looking 
at the holistic approach. You can fix one but we need to fix the whole 
unit." (Female, 40's) 
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"To work with that young child, to address whatever the issues are, 
we make sure that the parents are also supported, because if they’re 
not supported, we’re sort of just beating a dead horse, really." (Male, 
40's) 
Community 
responsibility  
“One thing I’d like to see is that re-engagement of not just youth, but 
our men in our community to know that they have a responsibility to 
contribute something back to young people, to make them strong 
young men.” (Male, 30’s) 
 
I think it’s a collective approach. It’s a community approach, that's 
how we operated traditionally. Just because we’re the AMS 
(Aboriginal Medical Service), we’re not the ones that should be 
responsible for this (building resilience).  It’s got to be a whole of 
community approach." (Male, 40's) 
Providing 
enriching 
opportunities  
"So they put me in art class with this Scottish art teacher. He actually 
helped channel that anger into something. So I was able to express 
myself through art" (Female, 40's) 
 
"Children should be given the opportunities to be leaders so that they 
can be resilient, and you'd be surprised that if quiet little Joe in the 
corner is given an opportunity to step up, all of a sudden, he's up and 
shining." (Female, 50's) 
Personal empowerment 
Awareness of 
positive 
pathways  
“I think those people who get through or managed to do well, there’s 
been some hope. Someone has shown them hope or a pathway.” 
(Female, 40’s) 
 
“I remember hearing Uncle Chicka Dixon (well-known Aboriginal 
activist), he said, ‘Education is the way out for our people.’ It was a 
little light bulb moment; my life didn’t have to always be this way.” 
(Female, 40’s) 
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Developing 
self-respect  
“Ideally, those sorts of things are in place so the child will become 
very resilient, they have a sense of self, and self-worth: ‘I can do 
this!’” (Female, 50’s) 
 
"Self-reliance that’s makes a difference, it builds resilience and you 
learn to figure out what’s right and what’s wrong." (Male, 40's) 
Fostering 
positive 
decision 
making  
“I thought, “It stops here”.  I’m going to break this cycle here, and 
that's a choice that each person has to make.” (Female, 50’s) 
  "For me, I was able to determine whether or not that was the wrong 
group to be around, where my brother didn’t question that.  He just 
he just went with the flow." (Male, 40's) 
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B.3 Participant information statement 
 
 
Aboriginal perspectives on childhood resilience: a qualitative study 
PARTICIPANT INFORMATION STATEMENT 
1) What is the study about? 
This study is looking at factors that help Aboriginal children’s ‘resilience’. ‘Resilience’ 
refers to the ability to lead a healthy, positive life despite facing problems. Factors that 
promote childhood resilience are important to study as they have been shown to predict 
positive mental and physical health outcomes that continue into adulthood. At present 
there is little information about resilience in Aboriginal children.  
The aim of this study is to gain perspectives from the Aboriginal community on 
‘resilience’ and how it may be enhanced in Aboriginal children. Information collected 
from this study will be used in conjunction with information provided by the Study of 
Environment on Aboriginal Resilience and Child Health (SEARCH) in order to develop 
strategies that aim to build resilience in Aboriginal children. 
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2) Who is carrying out the study? 
The study is being conducted by members of the SEARCH team, Dr Anna Williamson 
from the Sax Institute; Mr Christian Young and Prof. Jonathan Craig from The University 
of Sydney; Prof. Kathleen Clapham from The University of Wollongong; Mr Peter 
Fernando, Miss Simone Sherriff, and Mrs Deanna Kalucy from the Sax Institute.  
3) What does the study involve? 
This study involves participating in one face-to-face interview. Participants will be asked 
to give their views and opinions on what helps Aboriginal young people lead positive 
lives despite problems they may encounter. Participants will also be asked about factors 
in their own life that have helped them to do well. Interviews will be conducted at your 
Aboriginal Community Controlled Health Service (ACCHS) and will be audio-recorded. 
4) How much time will the study take? 
We expect that the interview will take approximately 30 minutes to complete. No 
interview is expected to last longer than an hour. 
5) Can I withdraw from the study? 
Being in this study is completely voluntary - you are not under any obligation to consent 
and - if you do consent - you can withdraw at any time without affecting your 
relationship with The University of Sydney, The Sax Institute or any other health care or 
educational facility.  You may stop the interview at any time if you do not wish to 
continue, the audio recording will be erased and the information provided will not be 
included in the study. 
6) Will anyone else know the results? 
All aspects of the study, including results, will be strictly confidential and only the 
researchers will have access to information on participants.  If you wish, we will send 
you a written copy of the interview and you can comment and send it back to us if you 
would like.  A group summary of all participants’ responses will also be sent to you; it 
will not be possible to identify individual responses from this summary. You are also 
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welcome to send any comments or suggestions back to us based on this summary. Once 
participants agree on the findings, a report of the study may be submitted for 
publication, individual participants will not be identifiable in such a report. Quotes will 
be labelled with the person’s gender and age only. 
7) Will the study benefit me? 
It is unlikely that you will experience any personal benefit from participating in the 
interview for this study. 
8) Can I tell other people about the study? 
You can tell other people about this study, and we may ask you to nominate some 
additional people who we can approach who may be interested in taking part in the 
study. 
9) What if I require further information? 
When you have read this information, the study staff can discuss it with you further and 
answer any questions you may have.  If you would like to know more at any stage, 
please feel free to contact Christian Young, on 98451483 or email 
christian.young@sydney.edu.au.  
10) What if I have a complaint or concerns? 
Any person with concerns or complaints about the conduct of a research study can 
contact the Chairperson or CEO of the local Aboriginal Community Controlled Health 
Service; or the Chairperson of the AH&MRC Ethics Committee as follows: The 
Chairperson, AH&MRC Ethics Committee, P.O. Box 1565, Strawberry Hills NSW 2012, 
Telephone:  9212 4777; or Sydney University as follows: The Manager, Ethics 
Administration, Margaret Telfer Building (K07) University of Sydney, NSW 2006, T: 
8627 8176, email: ro.humanethics@sydney.edu.au 
 
This information sheet is for you to keep.
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Appendix C – Supplementary Material for Chapter 5 
C.1 The Stressful Life Events Questionnaire (SLE) 
“Have any of these issues affected you and your family in the past 12 months?” 
1. A close family member had a serious medical problem (illness or accident) and 
was in hospital  
2. A close family member was badly hurt, injured or sick  
3. A close family member was arrested or in gaol/prison  
4. Your child/children were involved in or upset by family arguments  
5. A parent/caregiver lost his/her job or became unemployed  
6. A close family member had an alcohol or drug problem  
7. Your family didn’t have enough money to buy food, for bus fares or to pay bills   
8. A close family member has a physical handicap   
9. An important family member passed away   
10. Parents or carer left (because of family problems)  
11. You have felt too crowded in where you lived   
12. Your child/children had to take care of others in the family   
13. Your child/children have been in a foster home   
14. Your child/children were badly scared by other peoples’ behaviour 
Response options for all questions: 
□ Yes 
□ No   
□ Refused   
□ Don’t know 
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C.2 Resilience in SEARCH caregivers (model one) 
Variable: Community-level 
AOR 
CI 
Lower 
CI 
Upper p value 
Do you think there is problem with assault in your neighbourhood?     
   Yes ref    
   No 2.6 1.43 4.74 <0.01 
Do you think there is problem with youths such as youth gangs or lack of youth activity in your 
neighbourhood?     
   Yes ref    
   No 2.02 1.13 3.62 0.02 
Do you think there is problem with theft in your neighbourhood?     
   Yes ref    
   No 1.62 0.88 2.98 0.12 
Do you think there is problem with illegal drugs in your neighbourhood?     
   Yes ref    
   No 1.62 0.88 2.97 0.12 
Do you think that you have ever been mistreated or harassed by police because you are 
Aboriginal?     
   No ref    
   Yes 0.81 0.45 1.45 0.48 
In the last year, how often have you participated in mother's groups/groups related to your 
children's schooling?      
   Occasionally or never ref    
   Monthly or more 1.01 0.55 1.86 0.96 
In the last year, how often have you participated in political/civic groups?     
   Occasionally or never ref    
   Monthly or more 2.53 0.30 21.37 0.39 
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In the last year, how often have you participated in Indigenous groups/clubs?     
   Occasionally or never ref    
   Monthly or more 1.48 0.78 2.84 0.23 
In the last year, how often have you participated in sporting groups/clubs?     
   Occasionally or never ref    
   Monthly or more 2.04 1.12 3.74 0.02 
I trust most of the people who live in my neighbourhood     
   Disagree ref    
   Neutral 2.07 1.03 4.17 0.04 
   Agree 1.93 1.05 3.53 0.03 
People in this neighbourhood are very willing to help each other out     
   Disagree ref    
   Neutral 1.54 0.78 3.04 0.21 
   Agree 2.08 1.12 3.85 0.02 
This neighbourhood has a strong sense of community     
   Disagree ref    
   Neutral 1.83 0.81 4.12 0.14 
   Agree 1.49 0.8 2.77 0.20 
I feel I belong in this neighbourhood     
   Disagree ref    
   Neutral 1.88 0.91 3.88 0.09 
   Agree 2.63 1.4 4.95 <0.01 
I feel safe in this neighbourhood     
   Disagree ref    
   Neutral 2.78 1.18 6.55 0.02 
   Agree 3.55 1.88 6.7 <.0001 
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Variable: Family-level AOR 
CI 
Lower 
CI 
Upper p value 
Is your current home:     
   Owned or being paid off by you or any usual member of your household? ref    
   Rented by you or any member of this household? 1.32 0.67 2.61 0.42 
   Owned by the Dept. of Housing, the Aboriginal Housing Office or by Community Housing? 1.01 0.46 2.18 0.99 
How many problems do you have with your house? (List of 18 problems to choose from)     
   None ref    
   1-3 0.47 0.14 1.59 0.23 
   4+ 0.18 0.06 0.55 <.01 
 Which of these groupings would best describe your household's income for the past 2 weeks 
from all sources?     
   $1-$799 ref    
   $800-$1999 1.25 0.72 2.16 0.43 
   $2000+ 2.78 0.77 10.02 0.12 
Does your child have difficulties in one of the following areas: emotions, concentration, behaviour 
or being able to get on with people?     
   No; or yes, but this behaviour places no burden on the family ref    
   Yes, this behaviour places only a little burden on the family 0.6 0.30 1.23 0.16 
   Yes, this behaviour places quite a lot of  burden on the family 0.4 0.18 0.87 0.02 
   Yes, this behaviour places a great deal of burden on the family 0.2 0.09 0.46 <0.001 
Does overuse of gambling cause problems in your household?     
   No ref    
   Yes 0.42 0.18 0.96 0.04 
Does overuse of alcohol cause problems in your household?     
   No ref    
   Yes 0.21 0.10 0.43 <.0001 
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Variable: Individual-level AOR 
CI 
Lower 
CI 
Upper p value 
Have you ever served time in prison?     
   No ref     
   Yes 0.61 0.25 1.44 0.26 
Are you limited in any way in doing normal daily activities because of a medical or health 
problem?     
   No ref     
   Yes 0.21 0.11 0.39 <.001 
Do you have any medical conditions which have/or will last for 6 months or more?     
   No ref     
   Yes 0.37 0.22 0.63 0.001 
About how many days a week do you do at least 30 minutes of moderate physical activity?     
   None ref     
   1-3 days 1.53 0.79 2.97 0.20 
   4 or more days 1.38 0.73 2.61 0.33 
Were you, either of your parents or any other relatives forced to move from an area which was 
your traditional country or homeland?     
   No ref     
   Yes, self 0.12 0.02 0.64 0.01 
   Yes, parents 0.47 0.15 1.42 0.18 
   Yes, other relatives 0.67 0.31 1.48 0.33 
Were either of your parents or other relatives taken away from their natural family by a mission, 
the government or welfare?     
   No ref     
   Yes, parents 0.34 0.17 0.69 <.01 
   Yes, other relatives 0.75 0.38 1.47 0.4 
Were you taken away from your natural family by a mission, the government or welfare?     
   No ref     
   Yes 0.48 0.13 1.7 0.25 
 
 
Chapter 7 
281 
 
What qualifications do you have?     
   None ref     
   Certificate/diploma/trade/apprenticeship  0.63 0.37 1.08 0.09 
   Bachelor degree/post-graduate qualification 4.84 0.61 38.6 0.14 
How would you describe your current employment status?     
   Employed/studying ref     
   Unemployed/retired/unable to work 0.4 0.18 0.89 0.02 
   Home duties 0.61 0.33 1.11 0.10 
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C.3  STROBE Checklist for Observational Studies
  Item 
No 
Recommendation Included 
Y/N 
Comments/relevant section 
Title and abstract 1 (a) Indicate the study’s design with a commonly 
used term in the title or the abstract 
Y Abstract 5.2 
(b) Provide in the abstract an informative and 
balanced summary of what was done and what 
was found 
Y Abstract 5.2 
Introduction     
Background/rationale 2 Explain the scientific background and rationale 
for the investigation being reported 
Y  Background 5.3 
Objectives 3 State specific objectives, including any 
prespecified hypotheses 
Y Abstract/Background 5.2 & 5.3 
Methods     
Study design 4 Present key elements of study design early in the 
paper 
Y Abstract 5.2 
Setting 5 Describe the setting, locations, and relevant 
dates, including periods of recruitment, 
exposure, follow-up, and data collection 
Y Methods 5.4 
Participants 6 (a) Give the eligibility criteria, and the sources 
and methods of selection of participants 
Y Methods 5.4.1 
Variables 7 Clearly define all outcomes, exposures, 
predictors, potential confounders, and effect 
modifiers. Give diagnostic criteria, if applicable 
Y Methods 5.4.2 
 
 
Chapter 7 
283 
 
Data sources/ 
measurement 
8*  For each variable of interest, give sources of 
data and details of methods of assessment 
(measurement). Describe comparability of 
assessment methods if there is more than one 
group 
Y Methods 5.4.2 
Bias 9 Describe any efforts to address potential sources 
of bias 
Y Methods 5.4.4 
Study size 10 Explain how the study size was arrived at Y  All SEARCH caregivers who provided 
sufficient data were included. Methods 
5.4.1. Results 5.5.1 
Quantitative 
variables 
11 Explain how quantitative variables were handled 
in the analyses. If applicable, describe which 
groupings were chosen and why 
Y Methods 5.4.2 & 5.4.3 
Statistical methods 12 (a) Describe all statistical methods, including 
those used to control for confounding 
Y Methods 5.4.2 & 5.4.3 
(b) Describe any methods used to examine 
subgroups and interactions 
Y Methods 5.4.3 
(c) Explain how missing data were addressed Y Caregivers who did not provide sufficient 
data were excluded, given the high 
response rate (92%), no further action 
was taken in this regard. Results 5.5.1 
(d) If applicable, describe analytical methods 
taking account of sampling strategy 
n/a   
(e) Describe any sensitivity analyses N   
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Results 
Participants 13* (a) Report numbers of individuals at each stage 
of study—eg numbers potentially eligible, 
examined for eligibility, confirmed eligible, 
included in the study, completing follow-up, and 
analysed 
 Y Data for the number of potentially 
eligible people was not available. Results 
5.5.1 
(b) Give reasons for non-participation at each 
stage 
N   
(c) Consider use of a flow diagram N   
Descriptive data 14* (a) Give characteristics of study participants (eg 
demographic, clinical, social) and information on 
exposures and potential confounders 
Y  Results 5.1 
(b) Indicate number of participants with missing 
data for each variable of interest 
N   
Outcome data 15* Report numbers of outcome events or summary 
measures 
Y  Results 5.1 
Main results 16 (a) Give unadjusted estimates and, if applicable, 
confounder-adjusted estimates and their 
precision (eg, 95% confidence interval). Make 
clear which confounders were adjusted for and 
why they were included 
Y Unadjusted estimates are not given. 
Adjusted Odds ratios are given. Results 
Tables 5.3, 5.4 & 5.5 
(b) Report category boundaries when continuous 
variables were categorized 
Y  Methods 5.4.2 
(c) If relevant, consider translating estimates of 
relative risk into absolute risk for a meaningful 
time period 
n/a   
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Other analyses 17 Report other analyses done—eg analyses of 
subgroups and interactions, and sensitivity 
analyses 
Y Methods 5.4.3 
Discussion  
Key results 18 Summarise key results with reference to study 
objectives 
Y Discussion 5.6 
Limitations 19 Discuss limitations of the study, taking into 
account sources of potential bias or imprecision. 
Discuss both direction and magnitude of any 
potential bias 
Y Discussion 5.6 
Interpretation 20 Give a cautious overall interpretation of results 
considering objectives, limitations, multiplicity of 
analyses, results from similar studies, and other 
relevant evidence 
Y Discussion 5.6 
Generalisability 21 Discuss the generalisability (external validity) of 
the study results 
Y Discussion 5.6 
Other information 
Funding 22 Give the source of funding and the role of the 
funders for the present study and, if applicable, 
for the original study on which the present 
article is based 
Y Methods 5.4.1 
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Appendix D – Supplementary Material for Chapter 6 
D.1 PRISMA checklist for systematic reviews 
Section/topic # Checklist item 
Reported 
on page 
# 
TITLE  
Title  1 Identify the report as a systematic review, meta-analysis, or both.  Title 
page 
ABSTRACT  
Structured summary  2 Provide a structured summary including, as applicable: background; objectives; data sources; 
study eligibility criteria, participants, and interventions; study appraisal and synthesis 
methods; results; limitations; conclusions and implications of key findings; systematic review 
registration number.  
Abstract 
6.2 
INTRODUCTION  
Rationale  3 Describe the rationale for the review in the context of what is already known.  6.3 
Objectives  4 Provide an explicit statement of questions being addressed with reference to participants, 
interventions, comparisons, outcomes, and study design (PICOS).  
6.3 
METHODS  
Protocol and 
registration  
5 Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if 
available, provide registration information including registration number.  
None 
Eligibility criteria  6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., 
years considered, language, publication status) used as criteria for eligibility, giving rationale.  
6.4.1 
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Information sources  7 Describe all information sources (e.g., databases with dates of coverage, contact with study 
authors to identify additional studies) in the search and date last searched.  
6.4.2 
Search  8 Present full electronic search strategy for at least one database, including any limits used, such 
that it could be repeated.  
Appendix 
D.2 
Study selection  9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, 
and, if applicable, included in the meta-analysis).  
6.4.1 
Data collection process  10 Describe method of data extraction from reports (e.g., piloted forms, independently, in 
duplicate) and any processes for obtaining and confirming data from investigators.  
6.4.3 
Data items  11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any 
assumptions and simplifications made.  
6.4.1 
Risk of bias in 
individual studies  
12 Describe methods used for assessing risk of bias of individual studies (including specification of 
whether this was done at the study or outcome level), and how this information is to be used 
in any data synthesis.  
6.4.4 
Summary measures  13 State the principal summary measures (e.g., risk ratio, difference in means).  6.4.3 
Synthesis of results  14 Describe the methods of handling data and combining results of studies, if done, including 
measures of consistency (e.g., I2) for each meta-analysis.  
N/A 
Section/topic # Checklist item 
Reported 
on page 
# 
Risk of bias across 
studies  
15 Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., 
publication bias, selective reporting within studies).  
N/A 
Additional analyses  16 Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-
regression), if done, indicating which were pre-specified.  
6.4.4 
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RESULTS   
Study selection  17 Give numbers of studies screened, assessed for eligibility, and included in the review, with 
reasons for exclusions at each stage, ideally with a flow diagram.  
Figure 
6.1 
Study characteristics  18 For each study, present characteristics for which data were extracted (e.g., study size, PICOS, 
follow-up period) and provide the citations.  
Table 6.1 
Risk of bias within 
studies  
19 Present data on risk of bias of each study and, if available, any outcome level assessment (see 
item 12).  
Tables 
6.2 & 6.3 
Results of individual 
studies  
20 For all outcomes considered (benefits or harms), present, for each study: (a) simple summary 
data for each intervention group (b) effect estimates and confidence intervals, ideally with a 
forest plot.  
Tables 
6.2 & 6.3 
Synthesis of results  21 Present results of each meta-analysis done, including confidence intervals and measures of 
consistency.  
N/A 
Risk of bias across 
studies  
22 Present results of any assessment of risk of bias across studies (see Item 15).  N/A 
Additional analysis  23 Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-
regression [see Item 16]).  
Tables 
6.2 & 6.3 
DISCUSSION   
Summary of evidence  24 Summarize the main findings including the strength of evidence for each main outcome; 
consider their relevance to key groups (e.g., healthcare providers, users, and policy makers).  
6.6 
Limitations  25 Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., 
incomplete retrieval of identified research, reporting bias).  
6.6 
Conclusions  26 Provide a general interpretation of the results in the context of other evidence, and 
implications for future research.  
6.6 
FUNDING   
Funding  27 Describe sources of funding for the systematic review and other support (e.g., supply of data); 
role of funders for the systematic review.  
N/A 
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D.2 Search strategy for Chapter 6 
(aborigin* OR indigenous OR torres strait islander OR oceanic ancestry group) AND 
(Australia* OR northern territory OR tasmania  OR new south wales  OR victoria  OR 
queensland) AND (impact OR eval* OR implement*  OR intervention) AND (social and 
emotional wellbeing OR wellbeing  OR mental health  OR resilien* OR identity  OR 
cultur*  OR connect*  OR behaviour  OR anxiety  OR depression  OR externalising  OR 
internalising  OR child behaviour OR child psychology OR adolescent behaviour OR 
adolescent psychology OR adolescent psychiatry OR psychological resilience) AND 
(young OR youth OR child* OR adolesce* OR young adult).
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D.3 Newcastle-Ottawa Scale adapted for non-randomised evaluation 
studies 
Selection: (Maximum 3 stars) 
1) Representativeness of the sample: 
a) Truly representative of the average in the target population. *   
  or 
b) Somewhat representative of the average in the target population. *   
  or 
c) Selected group of users. 
   or 
d) No description of the sampling strategy. 
2) Sample size: 
a) Justified and/or satisfactory (i.e. meets ‘rules of thumb’ for determining sample size). 
*  
   or 
b) Not justified or satisfactory. 
3) Non-respondents: 
a) Comparability between respondent’s and non-respondent’s characteristics is 
established or the response rate is satisfactory (>75%)* 
   or 
b) The response rate is unsatisfactory, or the comparability between respondents and 
non-respondents is unsatisfactory. 
   or 
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c) No description of the response rate or the characteristics of the responders and the 
non-responders. 
 
Comparability: (Maximum 2 stars) 
a) A control group is used* 
b) The control group is drawn from the same community as the intervention group* 
 
Outcome: (Maximum 5 stars) 
1) Assessment of the outcome: 
a) Blind assessment** 
or 
b) Self report using a culturally-validated measurement tool * 
or 
c) No description or non-culturally validated assessment tool used. 
2) Was follow-up long enough for outcomes to occur 
a) Yes* 
or 
b) No 
2) Statistical test: 
a) The statistical test used to analyze the data is clearly described and appropriate, and 
the measurement of the association is presented, including confidence intervals or the 
probability level (p value). * 
   or 
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b) The statistical test is not appropriate, not described or incomplete. 
3) Attrition 
a) Complete follow up – all subjects accounted for * 
or 
b) Subjects lost to follow up unlikely to introduce bias, follow up proportion > 80%* 
or 
c) Follow up proportion < 20%
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D.4 CASP checklist for included studies 
 
Criteria 
First author, year 
Was there 
a clear 
statement 
of the 
aims of 
the 
research? 
Is a 
qualitative 
methodology 
appropriate? 
Was the 
research 
design 
appropriate 
to address 
the aims of 
the 
research? 
Was the 
recruitment 
strategy 
appropriate 
to the aims 
of the 
research? 
Was the 
data 
collected 
in a way 
that 
addressed 
the 
research 
issue? 
Has the 
relationship 
between 
researcher 
and 
participants 
been 
adequately 
considered? 
Have ethical 
issues been 
taken into 
consideration? 
Was the 
data 
analysis 
sufficiently 
rigorous? 
Is there a 
clear 
statement 
of 
findings? 
How 
valuable 
is the 
research? 
Chenhall, 2010 Yes Yes Yes Yes No Can't tell Yes No Yes Valuable 
Thorpe, 2013 Yes Yes Yes Yes Yes Can't tell Yes Yes Yes Valuable 
Mathiasen, 2014 Yes Yes No Can't tell No Can't tell Can't tell No Yes 
Some 
value 
Blignault, 2016 Yes Yes Yes Yes Yes Yes Yes No Yes Valuable 
Peralta, 2016 Yes Yes Yes Yes Yes Yes Yes Yes Yes Valuable 
Whiteside, 2016 Yes Yes Yes Yes Yes Can't tell Yes No Yes Valuable 
 
